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IVE years have passed since Arthur Dean 
Bevan died. He had lived 82 years, during 
which period surgery had made great ad- 
vances. His surgical career extended over 
the time during which Chicago came to be known 
as one of the great centers of surgery. He was one 
of the few master surgeons of that era who realized 
his responsibility for training young men and who 
rained them. His disciples came to occupy more 
of the important chairs of surgery in this country 
than those of any other Chicago surgeon. 

Ether anesthesia was in its infancy when he was 
born, and Lister had not yet enunciated the prin- 
ciples of antiseptic surgery. At the time of his 
death, surgeons had attacked every organ and 
every body cavity. Bevan had played a worth- 
while part in this great development of our pro- 
fession. 

During a considerable portion of his life, the 
peculiarity of surgical practice which distinguishes 
it from the body of medicine, its definitive opera- 
tive procedure, had tended to obscure some of the 
most productive lines of its development. Spec- 
tacular techniques had been developed for condi- 
tions thought to be unamenable to surgery. Many 
operations which in his youth were considered im- 
possible or extremely hazardous had already 
passed out of the hands of the master surgeons 
and had become commonplace before Bevan had 
reached the zenith of his career. He was one of 
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those who early recognized that these advances 
were predicated far less on the ability of surgeons 
to perform technical feats than on the ability of 
the patient to withstand the operative assault. 
He stimulated young men whom he trained to 
know more and more of normal physiology and of 
the deviations which resulted during disease. He 
founded a new concept of training in this city, 
and his intellectual descendants have remained 
true to the traditions which he established. 

I do not propose tonight to discuss the diag- 
nosis and surgical management of those lesions 
which are associated with jaundice. I do this not 
because these matters are now completely resolved 
for they are not. Obstruction due to stone is not 
always easily differentiated from obstruction due 
to malignancy nor even from infectious hepatitis. 
The great functional reserve of the liver frequently 
masks early or even moderate parenchymal injury. 
Too often the true diagnosis is still established at 
the time of exploration. Surgical management 
can be extended, for stones in the common and 
hepatic ducts are being overlooked even when 
cholangiography is done. Common duct injury 
is far too frequent and, notwithstanding the bril- 
liant techniques which have been suggested (one 
of the most important being that of Cole and his 
associates), an adequate and permanent pathway 
for the flow of bile to the duodenum is difficult to 
obtain by reconstruction by any method. Fitts 
and Kirby, working in our laboratories, have 
demonstrated to our satisfaction that the only 
way permanently to prevent cholangiohepatitis is 


a. 
|| 


210 INTERNATIONAL ABSTRACTS OF SURGERY 


to preserve the sphincter mechanism at the lower 
end of the common duct. 

More than three decades ago one of Bevan’s 
distinguished pupils, Evarts Graham, became 
interested in the problems of liver injury following 
biliary tract disease and in the repair of the liver 
subsequent to injury. In the intervening years 
we have come to know more of the changes which 
occur as the result of liver injury and of some of 
the factors which favorably influence repair. It 
is chiefly these problems which I want to talk 
about tonight. They must always be considered 
in the jaundiced patient who is being subjected 
to operation. Anyone who has studied the liver 
has come to know that of the three specially dif- 
ferentiated cells which constitute this organ (the 
hepatic or parenchymal cells, the cells of the bile 
ducts, and the reticuloendothelial cells), the 
hepatic cells are often the only ones to show evi- 
dence of severe, acute injury. The exception to 
this statement may be found in acute obstruction 
of the common duct associated with cholangitis. 
However, even under such circumstances, while 
the cells which line the ductal system may show 
severe evidence of inflammation, careful study of 
sections of the liver in patients suffering from 
cholangitis will usually show large masses of com- 
pletely necrotic hepatic cells and other cells in 
such a state of degeneration that survival can 
occur only under particularly favorable circum- 
stances. In the more chronic lesions, the hepatic 
cells are frequently involved in a number of proc- 
esses, but' the outstanding histologic change is an 
increase in the lobular fibrous supporting tissue. 

Every clinician interested in hepatic and biliary 
disease has time and again seen a patient with ev- 
ery evidence of hepatic competency who became 
desperately ill within a few hours as the result of 
what normally is considered only a minor assault. 
No clear-cut delineation can now be made of the 
state that separates hepatic competency from in- 
competency. Even the results of the newer func- 
tion tests are at times difficult to correlate with 
the changes observed upon histologic examina- 
tion. The liver alone presents so serious an enig- 
ma; in it serious acute injury may coexist with evi- 
dence of vigorous regeneration. In fact, no other 
organ of the body possesses the ability functional- 
ly to regenerate itself under circumstances which 
are frequently far from the ideal. 

It is important to remember that clinical jaun- 
dice in itself is of no serious consequence. The 
seriousness of jaundice is related to the conditions 
which initiated it and the factors which intensify 
and prolong it. In contradistinction to the jaun- 
dice associated with infectious hepatitis, the jaun- 


dice of common duct obstruction may be associ- 
ated with few, if any, untoward symptoms. In in- 
fectious hepatitis serious cellular injury can be 
demonstrated. In jaundice due to obstruction of 
the common bile duct without infection, extensive 
or even slight hepatic injury rarely is demonstra- 
ble. It is only when cholangitis intervenes that the 
patient becomes critically ill, and in such cases 
the seriousness of the illness is related to the 
virulence of the cholangitis and the extent of the 
hepatitis. 

For years surgeons have talked and written of 
suppurative cholangitis, when in reality even a 
mild cholangitis is associated with varying de- 
grees of hepatic degeneration and necrosis. The 
prolonged jaundice that is observed in patients 
who have been relieved of common duct obstruc- 
tion but in whom parenchymal injury persists 
in spite of the fact that bile drains freely from 
a tube in the common duct is mute testimony of 
the persisting liver cell injury. Himsworth (16), 
in reviewing this aspect of the problem, has stated, 
“Tt would seem, therefore, justifiable to suggest 
that our attitude to lesions of the biliary tract 
should be reoriented. Cholangitis—or to speak 
more accurately, cholangio-hepatitis—would then 
be regarded as the central condition; mechanical 
obstruction to the large bile passages, if present, 
as a predisposing cause to this.” 

The primary conditions which confront the 
surgeon under these circumstances are the degree 
and virulence of the existing infection and the re- 
sulting parenchymal injury which these circum- 
stances have imposed upon the patient. 

It is incumbent upon the surgeon that he shall 
from the beginning of preoperative therapy, 
throughout the operation, and into the postopera- 
tive period surround the patient with those con- 
ditions which will prevent further injury and 
which at the earliest moment will facilitate repair. 
He must alwaysassume a minimal margin of safety 
as regards functioning liver tissue. The sharp de- 
cline in prothrombin concentration from a relative- 
ly safe to a potentially dangerous level following 
anesthesia and common duct exploration, which is. 
observed nearly daily in every large surgical clinic, 
is an excellent example of the speed of change 
which may take place in the functional capacity. 
Whatever the degree of hepatic injury present at. 
the time of operation, death, if it comes, is due 
usually to hepatic cell failure. This may be evi- 
denced by hemorrhage, by hypoglycemia, by co- 
ma, or by a variety of other symptoms. It is evi- 
dent that the condition of the liver as found at. 
operation has become extended by further degen- 
eration or necrosis, or both. 
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If we accept this concept, how can we so influ- 
ence the pathological state which is present in the 
liver to decrease the morbidity and mortality of 
anesthesia and operation to the greatest extent. 

The infecting organism in the majority of in- 
stances in cholangiohepatitis is a member of the 
colon group. Occasionally a streptococcus can be 
demonstrated. Zaslow, Counseller, and Heilman 
have suggested that streptomycin may be ineffec- 
tual in assisting in the control of the infections as- 
sociated with common duct obstruction. They 
have confirmed the studies of Zintel and his as- 
sociates that streptomycin is excreted in the bile 
although the concentration in the bile does not 
reach that in the blood. Zaslow and his group 
found that as evidence of liver injury became more 
evident, especially in the presence of jaundice, lit- 
tle or no streptomycin appeared in the bile, except 
when the obstruction had been relieved. Our ex- 
perience with the use of streptomycin has fortu- 
nately been happier than theirs. We have on 
numerous occasions used streptomycin with favor- 
able influence on the objective and subjective 
symptoms of cholangiohepatitis. We have on a 
few occasions found sterile purulent material in 
the common duct at operation following strepto- 
mycin therapy. This has convinced us that this 
agent, when administered in adequate dosage, 
gains entrance to the liver and bile ducts and will 
frequently assist in the control of serious infection. 
Even though the surgeon is forced to operate in an 
emergency, the use of streptomycin will facilitate 
a more rapid control of the existing ductal and 
hepatic infection. In the chronic and recurring in- 
stances of cholangitis, streptomycin will frequent- 
ly provide a sterile bile tract at the time of opera- 
tion. Our limited experience with aureomycin, in 
a physician with an extensive and diffuse pyle- 
phlebitis with multiple abscesses, jaundice, and a 
positive blood culture due to an atypical diph- 
theroid, leads us to hope that this more recently 
developed antibiotic may prove to be of even 
greater value in the infections associated with 
cholangiohepatitis. 

In a liver which is already the site of parenchy- 
mal cell injury as the result of pre-existing infec- 
tion, further injury can be imposed by factors 
which detrimentally influence the blood flow to 
this organ. We have all observed the intense cellu- 
lar changes which may occur between operation 
and autopsy. The mild degeneration and very 
limited areas of necrosis seen in the sections made 
from biopsy material removed at operation contrast 
strongly with the widespread degeneration and 
centrilobular necrosis found only a few days later 
at autopsy. These changes may at times be re- 
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lated directly to the anesthetic, which may have 
been a direct toxic agent; but they are more fre- 
quently related to circumstances that have im- 
posed periods of oxygen deprivation on the paren- 
chymal cells, which cells are exceedingly susceptible 
to oxygen deprivation. 

Some years ago Goldschmidt, Ravdin, and 
Lucke (9) showed that when animals were sub- 
jected to anesthesia with hepatotoxic agents, the 
extent of the degeneration and necrosis induced by 
these agents could be modified favorably or ad- 
versely by varying the concentration of oxygen 
used with the anesthetic agent. Furthermore, de- 
generation and necrosis could be induced in the 
liver by exposing the animals to prolonged periods 
of low oxygen tension without the use of direct 
hepatotoxic agents. 

The available evidence from many laboratories 
points strongly to the fact that an adequate and 
optimal oxygen supply is essential for the com- 
plete functional activity of the normal hepatic 
cell. The injured cell is more easily condemned to 
necrosis by any circumstance that alters a normal 
blood flow to the liver. 

In 1937, Ravdin and Frazier called attention to 
the serious effects which at times may follow the 
sudden decompression of a completely obstructed 
common duct when the obstruction had been pres- 
ent for some time. The increased intraductal pres- 
sure coincident with obstruction impedes the port- 
al blood flow and, to a lesser degree, the hepatic 
arterial circulation. If considerable fibrosis has 
taken place, the condition is still further aggra- 
vated. One of Bevan’s colleagues, Herrick, showed 
in 1907 that the circulation of the liver was re- 
duced greatly in cirrhosis. With the rapid release 
of the increased intraductal pressure an intense 
hyperemia in the liver is induced, and a still fur- 
ther impediment to the blood flow results. The 
degeneration and necrosis of parenchymal cells 
are multiplied to the extent to which further oxy- 
gen want is imposed by such a process. 

Wakim and Mann demonstrated that the death 
of liver cells did not occur until 12 hours after rats 
had been exposed to the prolonged inhalation of 
volatilized carbon tetrachloride. Parenchymal liv- 
er cell necrosis occurs in a like period after ligation 
of the entire hepatic arterial supply, and so-called 
“liver shock,” which in reality is an expression of 
a similar condition, rarely makes its appearance 
before the twelfth hour after operation. 

Any circumstance which adversely affects physi- 
ological oxygenation of the hepatic cells may in- 
duce further injury. Severe anoxia due to the use 
of low concentrations of oxygen during anestheti- 
zation, prolonged periods of hypotension during 


212 


spinal anesthesia or in the recovery period, cyclo- 
propane shock, and the failure to relieve gastric or 
intestinal distention may all condition circum- 
stances favorable to further parenchymal injury. 

Estrada, Simpson, and Vars have recently dem- 
onstrated massive or confluent centrilobular ne- 
crosisin the partially hepatectomized rat following 
exposure of the liver to massive gastric distention. 
The severity of the liver lesions which these work- 
ers produced was proportional tothe strain to which 
the animals were subjected. A prolonged period of 
protein starvation accentuated the liver injury 
which they observed following gastric distention. 
Here again the adverse effect on the portal venous 
and hepatic arterial circulations manifested itself 
by extensive injury. I am not aware that any 
previous workers have demonstrated the impor- 
tance of preventing distention, especially of the 
stomach, in the patient seriously ill with biliary 
tract disease. The demonstration that the more 
protein-depleted the rat was prior to operation 
and the greater the insult given it, the more fre- 
quent and severe was the resulting liver injury, 
clearly illustrates the importance of diet in the 
conditioning of liver injury even in the absence of 
direct hepatotoxic agents. 

Thus, ductal obstruction with its resulting jaun- 
dice may cause little or no parenchymal injury and 
only minor physiological disturbances in the pa- 
tient, while infection, anoxia, hepatotoxic agents, 
an inadequate diet, and distention may so alter 
the parenchymal architecture as to cause serious 
illness or even death of the patient. 

Twenty years ago every surgeon was giving 
jaundiced patients glucose by the intravenous 
route, prior and subsequent to anesthesia and op- 
eration. It had come to be accepted following the 
investigations of Opie and Alford, Davis and Whip- 
ple, and others that a substantial increase in the 
liver glycogen would make anesthetization and op- 
eration safer. These workers had also shown that a 


diet containing a large amount of fat increased the 


susceptibility of the liver to chloroform. Never- 
theless, for a period of nearly 20 years emphasis in 
regard to diet in the jaundiced patient was placed 
on the carbohydrate fraction of the dietary. 

Goldschmidt, Vars, and myself (10) then dem- 
onstrated that glycogen per se did not protect the 
liver from injury. Our data led us to conclude that 
the incidence and degree of injury following anes- 
thetization by chloroform increased with increas- 
ing concentrations of hepatic lipid regardless of 
the concentrations of hepatic glycogen. 

The incidence and severity of the injury could 
be modified by the amount of protein present in 
the dietary for several days prior to anesthetiza- 
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tion. A high concentration of hepatic glycogen 
failed to confer any discernible protection against 
the hepatotoxic action of chloroform with the same 
concentration of hepatic lipid and a similar intake 
of protein in the diet. The protection against 
hepatic injury following a diet high in carbohy- 
drate was found to be largely due to the reduction 
in the lipid content of the liver which resulted 
from such a diet. 

A high protein diet prior to anesthetization with 
chloroform markedly reduced the incidence of 
hepatic cellular degeneration and necrosis, even in 
livers with a high lipid content, and therefore in 
the face of a severe attack by chloroform. Pro- 
tein, moreover, proved to be an exceedingly active 
lipotropic agent. Starved animals exhibited the 
greatest degree of parenchymal cell injury; the in- 
cidence and degree of damage were always greater 
than in fed animals with the same content of he- 
patic lipid. These experiments suggested that the 
increased susceptibility of the starved animals was 
very likely due to their depleted protein stores, for 
such animals will lose as much as 20 per cent of the 
liver protein within 24 to 48 hours and as much as 
40 per cent in 7 days (1). The direct protection 
against injury by protein was, in our opinion, due 
to some “component or components of the protein 
molecule.” Miller, Ross, and Whipple (20) soon 
showed that methionine was the most important 
fraction of the protein molecule providing this 
protection in the protein-depleted dog. 

The influence of diet in conditioning liver in- 
jury without the addition of direct hepatotoxic 
agents has more recently received widespread at- 
tention (12, 16, 18). In 1935 Weichselbaum 
showed that rats fed for several weeks on a diet 
low in protein suddenly became ill and died. He 
further showed that the condition could be pre- 
vented by adding cystine or methionine to the 
dietary. The early histologic appearance of the 
livers of the animals suffering from such a de- 
ficiency was one of marked hyperemia and degen- 
eration and necrosis of the hepatic cells, continu- 
ing on to acute massive necrosis. 

Himsworth (15) believes that a similar circum- 
stance occurs in man. He states, “The original 
reluctance to accept a severe lesion like dietetic 
massive necrosis as the result of a nutritional de- 
ficiency has now been largely removed by appreci- 
ating the part played by circulatory factors in its 
production. It is only necessary to postulate that 
the deficiency leads eventually to severe swelling 
of the hepatic parenchyma for, once such is pro- 
duced, the peculiar circulatory arrangements in 
the liver will automatically ensure the develop- 
ment of a lesion with the characteristics of mas- 
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sive necrosis.” The interrelationship of diet and 
the integrity of the cellular blood supply received 
new emphasis from these studies. 

The advantages of providing a diet before and 
after operation on patients with jaundice and liver 
injury, which contained an adequate amount of a 
complete protein and ample carbohydrate seemed 
obvious. The protein stored or elaborated into 
hepatic and other body tissue served, on the one 
hand, to protect the hepatic cells from further in- 
jury and to replenish a structure already attacked. 

The so-called labile protein which is rapidly lost 
during starvation is rapidly replenished by ade- 
quate feeding. Miller a) has recently reported 
that the loss of protein from the liver was related 
to the loss of certain enzyme activities. Schultz 
has shown that in the course of a 6 day fast there 
was close to a 50 per cent loss of liver weight and 
liver nitrogen along with an average loss of body 
weight of only ro per cent. The enzyme activity of 
the liver which Schultz studied was decreased by 
66.6 per cent during the 6 day fast. The impor- 
tance of normal enzyme activity in maintaining 
cell integrity is now well recognized. These studies 
provide an additional explanation of the physio- 
logical deficiencies which occur in the liver during 
protein starvation. 

Studies of the human liver from specimens tak- 
en by us at operation showed that unusually large 
increments of lipid were frequently present in the 
livers, especially those of patients with cholangio- 
hepatitis. The presence of large increments of fat 
in these patients may be a predisposing factor, in 
addition to infection, in the production of the 
hepatic fibrosis which certain of the patients de- 
velop with enlargement of the spleen, ascites, and 
even hematemesis. It seemed highly desirable 
that such excess hepatic lipid be released from the 
liver prior to operation and kept out of it later. 

It was upon such evidence and reasoning that 
we suggested the high carbohydrate, high protein, 
low fat diet as a means of preparing the patient 
with cholangiohepatitis for operation. When this 
dietary was used in patients in whom we had rea- 
son to believe from our earlier studies that excess 
lipid existed in the liver, the lipids found in the 
liver at operation were at, or only slightly above, 
the normal level. We became convinced that such 
patients did better after anesthesia and operation. 
We gained the impression, based purely on clinical 
response, that recovery was facilitated. The sur- 
geon’s responsibility does not cease with the re- 
moval of one or more common duct stones or the 
successful excision of a disabling stricture. In the 
cure of the patient regeneration of the damaged 
parenchyma, once the obstruction of bile flow and 
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the infection are relieved, is of fundamental im- 
portance. 

There are indeed evidences in infectious hepatitis 
and more rarely in the milder types of cholangio- 
hepatitis, that the two processes of damage and 
repair proceed at the same time under favorable 
conditions. 

The older literature on liver regeneration is con- 
cerned chiefly with the total liver mass and with 
morphology. Relatively little was known regard- 
ing the chemical composition of the liver during 
repair. The pioneer study of Higgins and Ander- 
son on regeneration in terms of total liver mass in- 
cluded some values for the water component. Also, 
very little was known concerning the behavior of 
liver protein after partial hepatectomy. The latter 
is important from a number of viewpoints. Walter 
and Addis had suggested that the protein content 
of the liver, rather than the organ’s total mass, is 
the measure of effective liver size. Since regenerat- 
ing parenchyma requires protein components for 
cell synthesis, it seemed interesting to determine 
the rate of regeneration on a normal diet, on ab- 
normal diets, and on dietaries containing proteins 
known to be deficient in certain essential amino 
acids. 

It was found by Gurd, Vars, and myself that 
during a 14 day interval after partial hepatectomy 
both protein-fed and nonprotein-fed rats regen- 
erated liver tissue which was essentially normal in 
gross composition. Water, glycogen, lipid, and 
protein were all incorporated into the new liver 
substance in relatively normal proportions, al- 
though at varying rates. 

The rate of appearance of new liver protein was 
most rapid during the first 2 days in both the pro- 
tein-fed and protein-starved groups which sug- 
gested that survival indeed depended upon rapid 
regeneration, as well it may. The higher the con- 
centration of an adequate protein (casein) in the 
diet, the more rapid and complete the regenera- 
tion of the liver. The difference in rate and com- 
pleteness of regeneration closely paralleled the 
amount of protein available. The necessity of the 
protein-starved group to obtain protein for regen- 
eration from endogenous sources greatly limited 
complete repair. Nevertheless, the increment of 
liver protein formed by the protein-starved group 
represented an increase of almost two and one- 
half times the liver protein present at the close of 
the partial hepatectomy. In both groups the in- 
crease in liver protein between the eighth and four- 
teenth days was small. Only when the diet con- 
sisted of casein in amounts of 50 per cent of the 
total calories was a significant increase obtained. 
Under these circumstances the most nearly com- 
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plete regeneration of the original protein was 
achieved. It is interesting to note that Cole found 
such high protein diets of great help in overcoming 
protein deficits in surgical patients. 

An outstanding fact was that protein-starved 
rats regenerated liver tissue by utilizing protein 
solely from endogenous sources. The fact that the 
liver protein reached a plateau after 8 days sug- 
gests that an equilibrium was reached between the 
liver and body tissues when a certain level of re- 
generation was obtained. It would seem as if the 
emergency needs of the liver to replace its own de- 
ficiency of protein having been met, other body 
tissues participated more actively in their de- 
mands for protein. 

The data are interesting also because they con- 
tain evidence suggesting that the rate of regenera- 
tion may be greater in the case of greater need. 
The most rapid rate of regeneration was during 
the first 2 postoperative days. The percentage in- 
crease in the rate of appearance of new liver pro- 
tein in the first 2 days was greater in the protein- 
starved animals than in the animals fed casein be- 
fore and after operation. Such a circumstance 


strongly suggests a more potent stimulus to liver 
recovery in the animals with an initial more severe 
reduction of liver substance. Survival may indeed 
have been dependent upon the ability of such liv- 
ers more actively to express their urge to regen- 


erate even under unfavorable circumstances. 

In an extension of these studies it was found that 
the ingestion of 5 per cent of casein in the diet, al- 
though inadequate to prevent weight loss or to 
keep the animals in positive nitrogen balance, led 
to a substantial increase in the liver protein fol- 
lowing hepatectomy. At higher levels of protein 
intake the increase in body weight and liver pro- 
tein appeared roughly parallel. Attention should 
be directed to the animals fed 5 per cent casein 
with and without methionine. Without showing a 
gain in body weight they all displayed a significant 
increase in regenerating liver protein over that in 
the rats on the nonprotein diet. While progressive 
increases in the intake of an adequate protein were 
associated with progressive increases in the amount 
of liver protein laid down, the introduction of 
methionine at a 1 per cent level into each such 
dietary appeared to augment the effect of the pro- 
tein alone to a small but consistent degree. 

The feeding of other proteins at dietary levels 
isonitrogenous with the 1o per cent casein diet led 
to widely varying effects. Gelatin and zein led to 
no more regeneration of liver protein than oc- 
curred on a nonprotein diet. These data illustrate 
the fallacy of depending on nitrogen balance 
studies. Wheat gluten resulted in a moderate in- 
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crease. Liver protein was comparable to casein. 
Fibrin and whole egg protein led to a greater 
amount of new liver protein than did casein at the 
same dietary level. The quality of the ingested 
protein was of importance in facilitating complete 
repair. 

The degree of regeneration of liver protein oc- 
curring in previously protein-starved animals can 
be greatly enhanced by postoperative protein 
feeding in proportion to the level and the biologi- 
cal value of the protein fed. 

There are certain inherent difficulties in the 
feeding of a diet, either to the experimental ani- 
mal or man, in which dietary fat is excluded or is 
limited to a very great extent. Not only are the 
necessary dietary components important in any 
nutritional program, but the ingestion of a suffi- 
cient number of calories is equally important. In 
both the experimental animal and, to an even 
greater extent, in man the total food consumption 
and therefore the caloric intake is increased by the 
addition of fat to the diet. 

Several years ago Hoagland raised the question 
as to whether it was necessary that dietary fat be 
greatly restricted in patients with, and recovering 
from, infectious hepatitis. 

In our earlier studies we had indeed obtained 
some data which demonstrated that this was pos- 
sible. In our later’studies of liver protein regenera- 
tion and nitrogen metabolism the diets used were 
made to contain only 3 per cent of fat, which pro- 
vided 7 per cent of the calories. The work of Forbes, 
Swift, and their associates (7, 8), of Deuel e al., 
and of others suggests that the inclusion of ade- 
quate amounts of fat in the diet improves the 
utilization of energy and the physical fitness of 
normal animals. Vars, Friedgood, and I have 
more recently investigated the effect of adding 
10 per cent and 36 per cent of a good fat to a non- 
protein diet and to diets containing casein upon 
liver protein regeneration and nitrogen metabol- 
ism after partial hepatectomy. 

An increased percentage of fat calories in the 
nonprotein diet did not increase the conservation 
of nitrogen as measured by liver protein regenera- 
tion, although it decreased the negative nitrogen 
balance somewhat. A good fat added to a protein 
diet in which the protein to fat calorie ratio re- 
mained constant caused a greater food intake 
with an associated increase in liver protein re- 
generation and a more positive nitrogen balance. 
This was also true in controls not operated on. 
Ingestion of an increased percentage of calories 
as fat during a period of isonitrogenous, isocaloric 
feeding produced an equal amount of, and in some 
instances an increase in, liver protein regeneration 


as when fat was restricted. Liver protein regen- 
eration also occurred even when the liver became 
excessively fatty after removal of choline from 
the diet. 

When the liver is to be exposed to hepatotoxic 
agents with necrotizing action which is intensified 
by the presence of large increments of hepatic 
lipid, a diet in which fat is somewhat restricted 
may still be advantageous. Our data would sug- 
gest, however, that when proteins of good quality 
containing adequate amounts of methionine, cys- 
tine, and choline are incorporated in the dietary, 
there occurs no increase in the liver lipid content, 
but a substantial increase in liver protein. Surely 
during periods of recovery when attempts are 
being made to stimulate liver regeneration, the 
addition of an adequate fat to an otherwise satis- 
factory ration would appear now to be highly 
desirable and should be adopted in the care of 
patients with liver disease. 

I would have enjoyed discussing with you 
many of the other problems associated with surgi- 
cal jaundice. They are numerous and important, 
but their pathologic physiology is in many in- 
stances not yet clear. I therefore preferred to 
talk about several aspects of the subject about 
which, as the result of the work of many investi- 
gators, more is known. These data provide a 
rational basis for improving the condition of the 
liver prior to, and subsequent to operation. If 
generally accepted, they should lead to reduction 
of the morbidity and mortality of operations on 
the biliary tract associated with jaundice and to 
reduction of the incidence of disabling fibrosis of 
the liver due in part to deficiencies of a dietetic 
nature and to infection. 

While Bevan himself did not participate in such 
studies, his intellectual descendants have added 
immeasurably to our fuller understanding of a 
wide variety of man’s diseases, and their contri- 
butions to our knowledge of the pathologic physi- 
ology of biliary tract disorders are of great im- 
portance. 
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Ocular Signs in Head Trauma. Artuur B. Kinc and 
FRANK B. WatsH. Am. J. Ophth., 1949, 32: 379. 


In prefrontal lobotomy the anterior oculogyric 
pathways are seldom interrupted so that deviation 
of the eyes rarely follows. In the parietal lobe, bi- 
lateral trauma of the angular gyri results in spatial 
agnosia. At the level of the temporal lobe interrup- 
tions of the optic radiations produce sector defects or 
complete homonymous hemianopsia with or without 
macular sparing. 

Removal of one occipital lobe results in hemianop- 
sia but the associated interference with the fixation 
reflex may account for sufficient unsteadiness of 
fixation so that sparing of the macula results. In 
more anterior lesions the optic fixation reflex is not 
impaired and splitting results. Cortical control of 
convergence and divergence has not been proved by 
injury cases, but the divergence during sleep, anes- 
thesia, and trauma supports this concept. Visual 
hallucinations, when formed, point to the temporal 
lobe, but when they are but a vague sensation of 
light the occipital lobe is probably involved. 

Injuries to the brain stem produce transient ocular 
muscle palsies. Ptosis is not uncommon. Con- 


jugate deviation of the eyes of pontine origin tends to 
be permanent while that of cortical origin tends to be 


transient. Persisting nystagmus points to brain 
stem damage. 

In carotid-cavernous sinus fistula, the detection of 
a bruit must be accompanied by engorgement of 
ocular vessels or proptosis to establish the diagnosis. 
The globe pulsates synchronously with the heart 
beat. Papilledema in the affected eye occurs late. 
Ligation of the internal carotid artery produces a 
cure generally. 

In extradural hematoma from ruptured middle 
meningeal artery there is early a sluggish pupillary 
light reflex on one side; later there is inequality and a 
dilated fixed pupil. Incomplete ptosis or divergent 
strabismus may be present. After 24 hours papille- 
dema may be noted. When both pupils become 
dilated and fixed, death is near. 

Chronic subdural hematoma often shows an en- 
larged pupil sluggishly reacting to light, if at all. 
Papilledema develops late. Subhyaloid retinal 
hemorrhages are commonly seen in infants but al- 
most never in adults. 

Ecchymosis of the lids and conjunctiva seen in 
basal skull fracture is distinguished by several fea- 
tures: the extravasated blood makes a circle limited 
by the palpebral fascia to the orbital margin; the 
discoloration is purplish from the beginning; the 
hemorrhage is subconjunctival and shows no pos- 
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terior limit; and the blood is first seen in the lower 
lid at the medial border. 

Subarachnoid hemorrhage should be treated con- 
servatively. Ventriculograms, encephalograms, and 
arteriograms are not recommended in the acute 
stage of head injury. Operative intervention is in- 
dicated for the evacuation of collections of blood, 
and for the repair of compound and depressed 
fractures. Subtemporal decompression for increased 
intracrania] pressure has questionable value. 

James E. LesBensoan, M.D. 


The Eyes in Mongolism. Ronatp F. Lowe. Brit. J. 
Ophth., 1949, 33: 131. 

Retardation of growth in mongolism affects the 
whole body. The small maxillae and orbital ridges 
cause the flattened appearance of the face. The short 
sagittal diameter of the skull changes the inclination 
of the orbital axes from the normal 45 degrees to 
about 75 degrees. The mongoloid palpebral features 


are characterized by epicanthus, obliquity, short- 


ness, and an even arch of the upper lid margin—all 
due to a developmental disturbance of the surface 
ectoderm. Alopecia is moderately common. 

The iris frequently shows poverty of the stromal 
fibers in the outer third of its surface, and in blue 
irides there is peripheral pigment speckling in the 
form of small golden or whitish splashes. In adults 
the eyes are set about 5 mm. closer than normal, the 
average interpupillary distance being 55 mm. The 
pupils are normal. 

Cataractous changes of various types are com- 
monly seen after the age of 8. The slit lamp may 
show arcuate opacities in the deepest layers of the 
fetal nucleus, and dustlike and flake opacities in the 
infantile and adult nucleus. About 1 in 4 eyes reveal 
opacities of the Y sutures of the fetal nucleus. The 
arcuate opacities are opaque lens fibers, probably 
caused by abnormalities in the regressing tunica 
vasculosa. The flakes are of two types: (a) minute 
dots internal to the equator and more peripherally 
and (b) equatorial white spokes resembling the usual 
coronary cataract. The ordinary congenital cataract 
may also be present in the lamellar, disc-shaped, 
and posterior polar types. Myotonic cataracts super- 
ficially resemble those in mongolism but involve the 
cortex especially and advance rapidly to maturity. 

Congenital myopia occurs in one-third of the cases. 
Nystagmus is common and is associated generally 
with lens opacities or high myopia, the exclusion of 
suitable retinal impulses preventing the development 
of the fixation reflex. Convergent strabismus affects 
more than half of the cases. Divergent strabismus 
or vertical deviation does not occur. Abduction 
weakness is frequently seen with congenital myopia. 
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Mongoloids are very susceptible to infection of all 
mucous surfaces. The conjunctiva, respiratory and 
gastrointestinal tracts are particularly susceptible. 
Intraocular infection is rare. 

The developmental anomalies suggest that the 
disturbance begins very early in fetal life, probably 
in the first 4 to 8 weeks. 

James E. LEBENSOHEN, M.D. 


Studies in Experimental Ocular Tuberculosis: Ef- 
fect of ‘‘Promin”’ and ‘‘Promizole’”’ in Experi- 
mental Ocular Tuberculosis in the Normal 
Rabbit. C. Woops and Eart L. Burky. 
Arch. Ophth., Chic., 1948, 40: 1. 

The authors have previously shown that promizole 
and promine exert a strongly deterrent effect on 
ocular tuberculosis in immune-allergic rabbits. The 
current experiments were performed on normal ani- 
mals that had not developed an immunity to rein- 
fection. The anterior chambers were inoculated with 
a virulent human strain of tubercle bacilli, and equal 
groups were observed as controls or were treated 
with promine or promizole. 

Clinically a slight deterrent action of the drugs was 
noted after 2 weeks of treatment and this was some- 
what more pronounced after a period of 8 weeks. 
Histologically there was but slight difference in the 
degree and the extent of the disease in the eyes of 
treated and control animals. All transmission experi- 
ments with the treated animals gave positive re- 
sults indicating that large numbers of living virulent 
bacilli were still present in the uveal tracts. It is 
concluded that promine and promizole have a limit- 
ed bactericidal effect on the tubercle bacillus which 
becomes evident only when the tuberculous process 
is so restrained by a systemic immunity that it is 
brought within the therapeutic range of the com- 
pounds. Frank W. NEWELL, M.D. 


Motor Block of Extraocular Muscles by Deep Orbital 
Injections. Harotp Girrorp, Jr. Arch. Ophth., 
Chic., 1949, 41: 5. 

The author gives a detailed description of the 
anatomy of the orbit with specific details as to the 
position of the motor nerves and muscle cone. 

He favors a more complete retrobulbar anesthesia 
for extraocular muscle paralysis to prevent the loss 
of vitreous in intraocular surgery. 

The method used by him requires a 5 cm. needle, 
No. 25 (Becton Dickinson). It is inserted through 
the skin just inside of the lower temporal rim of the 
orbit. It is directed toward the apex of the orbit so 
that it goes through Tenon’s capsule midway be- 
tween the lower edge of the external rectus muscle 
and the lateral edge of the inferior rectus muscle. 
The needle is plunged through the fascia into the 
muscle cone and is “floated” back from here toward 
the upper lateral corner of the orbit. The needle is 
plunged in 5 cm. Two cubic centimeters of 2 or 4 
per cent procaine hydrochloride with 0.4 c.c. of 
adrenalin to the ounce is used. If complete anesthesia 
is not obtained with the first cubic centimeter the 


HEAD AND NECK 


217 


needle is withdrawn slightly and re-inserted to reach 
the active muscle, and more anesthesia is injected. 
Eart H. Merz, M.D. 


Fractures of the Orbital Floor. ArtHur GERARD DeE- 
Vor. Arch. Ophth., Chic., 1948, 39: 595. 


In this article the author presents 34 cases in 
which the late treatment of orbital floor fractures 
was discussed. 

Such repair is best carried out by the ophthalmolo- 
gist, and may take the form of operation on the extra- 
ocular muscles or substitution of inert substance in 
the orbital floor in order to restore orbital volume or 
elevate the globe to proper position. The inert sub- 
stance may be cartilage, spun glass, bone, vitallium, 
or tantalum. 

The early treatment of orbital fractures is dis- 
cussed in a review of the recent literature because 
most of the patients were treated by surgeons other 
than ophthalmologists. Ear H. Merz, M. D. 


A Fundus Dystrophy with Unusual Features. (Late 
Onset and Dominant Inheritance of a Central 
Retinal Lesion Showing Edema, Hemorrhage, 
and Exudates Developing into Generalized 
Choroidal Atrophy with Massive Pigment Pro- 
liferation.) ARNOLD SorsBy, Mary E. Jott Mason, 
and NorMAN GARDENER. Brit. J.Ophth., 1949, 33: 67. 


This is a carefully prepared, exacting report on 5 
families whose members showed certain similar 
ocular characteristics designated as a fundus 
dystrophy. 

1. The affection was dominant in character. 

2. It became manifest at about the age of 4o. 

3. It began as a central lesion showing edema, 
hemorrhage, and exudation. This was followed by 
atrophy and excessive pigmentation involving the 
entire choroid. 

The condition in all of the family members fol- 
lowed the same pattern and offered a poor prognosis. 
The choroid was the diseased tissue. This condition 
seems to be a clear-cut disease entity. 

H. MErz, M.D. 


Mycotic Infection of Eye. Hucu C. DonanuE. Am. 
J. Ophth., 1949, 32: 207. 


Concretions of the canaliculi due to fungus infec- 
tion have been frequently noted but mycotic involve- 
ment of the lacrimal sac and duct is rare. Such in- 
fection from Aspergillus niger has not been pre- 
viously described. Of the Aspergillus family, only 
the species fumigatus and niger are pathogenic to 
man. Infection occurs most often in those exposed 
to fungus spores, such as bird feeders, fur cleaners, 
and agricultural workers. 

The case reported concerned a 12 year old girl who 
complained of left epiphora and discoloration of the 
conjunctival aspect of the medial angle of the left 
lower lid. Around the lower punctum was a discoid, 
brown-black elevated area, 1 cm. in diameter. The 
punctum itself was completely occluded by a black 
substance which resembled the tip of a lead pencil. 


218 


No fluid could be irrigated into the nose from the 
upper punctum, and pressure on the lacrimal sac 
yielded no discharge. After a tiny incision over the 
lower punctum a sticky tenacious molasseslike fluid 
was expressed with complete disappearance of the 
previous discoloration. Fluid was then easily ir- 
rigated through either canaliculus into the nose. 
Permanent recovery from the symptoms followed. 

Direct examination of the material showed myce- 
lium fragments and numerous spores. Culture on 
Sabouraud’s dextrose agar gave a growth of typical 
Aspergillus niger with the characteristic conidio- 
phores and spore changes. 

James E. LEBENsogN, M.D. 


Role of Inheritance in Glaucoma. ApotpH PosNER 
and ABRAHAM SCHLOSSMAN. Arch. Ophth., Chic., 
1949, 41: 125. 


Of 373 unselected patients with primary glaucoma, 
51 belonging to 30 families had one or more relatives 
affected with the disease. In many families there 
were similarities in the behavior of the disease with 
respect to type, refractive error, severity, and re- 
sponse to surgical treatment. All the pedigrees 
showed dominant heredity except one in which it 
may have been recessive. The pedigrees of 28 of the 
30 families are included. 

FRANK W. NEWELL, M.D. 


The Technique of Goniotomy for Congenital Glau- 
Otto BARKAN. Arch. Ophth., Chic., 1949, 
41: 65. 

This article explains in detail the technique of 
goniotomy for the treatment of congenital glau- 
coma. The embryonic tissue in the angle is peeled 
or stripped away to allow free access of the aqueous 
to the drainage system in the anterior angle. 

In 66 of a total of 76 eyes, pressure was normalized 
and vision was maintained or restored. Early sur- 
gery is certainly advantageous. 

The mode of action, and the indications, counter- 
indications, and technique of goniotomy are dis- 
cussed. H. Merz, M.D. 


Necrosis of the Intraocular Tissues. BERNARD SAM- 
vELS. Arch. Ophth., Chic., 1948, 40: 101. 


The present article on necrosis of intraocular tis- 
sues is based on a series of 800 eyeballs which 
presented microscopically visible necrotic tissue. 

Degeneration, atrophy, and gangrene are asso- 
ciated with necrosis. Degeneration signifies altera- 
tion in the metabolism of the cells of a tissue; atrophy 
denotes diminution in the size of cells or of tissues 
after maturity. Degenerated or atrophic tissue may 
be converted into necrotic tissue. Gangrene denotes 
necrosis which follows invasion by saprophytic organ- 
isms. Necrosis means the local death of cells or of 
tissues in an organ which continues to live. 

There are two types of intraocular necrosis—non- 
inflammatory and inflammatory. 

In the noninflammatory type, necrosis may be 
caused by circulatory disturbances: (1) in iridodi- 
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alysis, when the arteries, veins, and nerves of the iris 
are severed from their connection with the ciliary 
body; (2) in cyclodialysis, when the anterior ciliary 
arteries are severed part of the ciliary muscle be- 
comes necrotic; (3) in glaucoma, when the blood 
supply is arrested the iris and the ciliary processes 
become necrotic. 

In the inflammatory type, the necrosis is caused 
by the toxins of pyogenic bacteria which may be 
exogenously located in the cornea. The toxins from 
a serpiginous ulcer may diffuse into the aqueous to 
set up a condition of intoxication which is severe 
enough to cause necrosis of the iris and hyperemia 
of the blood vessels of the ciliary processes and even 
of those of the retina. Bacteria may also be located 
endogenously (a) in the anterior chamber, setting up 
an infection in contradistinction to an intoxication, 
and (b) in the vitreous body. Infection confined to 
the anterior chamber is far less serious than that 
which is located in the posterior chamber or in the 
vitreous, because the ciliary body is affected in the 
latter. Bacteria within the vitreous create toxins 
which irritate the ciliary body and retina, and cause 
migration of pus cells from the, ciliary processes 
toward the bacteria in the vitreous to form an 
abscess (endophthalmitis septica). Panophthalmitis 
septica is characterized by total and widespread 
tissue necrosis in which no part of the eye escapes. 

Necrosis may be caused by the retention of lens 
matter. The necrotizing effect on the iris and cornea 
of a large amount of lens matter resembles that 
caused by colonies of bacteria. 

Necrosis caused by trauma is exemplified by 
damage to the cornea by heat arising from hot 
metal, or by strong acids. 

Neuropathic necrosis, or neurokeratitis paralytica, 
may occur in herpes of the iris, and is characterized 
by eruptive, circumscribed, reddish elevations on the 
surface of the iris, similar to those on the skin. The 
pathologic picture is characterized by plastic irido- 
cyclitis and an excessive amount of necrosis in the 
stroma of the iris, which is identical with the inflam- 
matory toxic type of necrosis that is produced by 
pyogenic bacteria. 

In acute primary necrosis of the uvea, bacteria, 
glaucoma, and trauma (conditions known to produce 
necrosis) are excluded. 

Necrosis of a malignant melanoma of the choroid 
may cause necrosis of pre-existing tissues. Spontane- 
ous death of an intraocular malignant melanoma is 
the common fate of all neoplasms. Resultant toxins 
may set up an iridocyclitis and glaucoma resembling 
an acute fulminating glaucoma. 

The larger the melanoma, the more likely it is to 
become necrotic. Most tumors are composed of 
different types of cells—spindle cells in one part and 
round cells in another. Groups of dead cells are 
present in almost every melanoma. In some tumors, 
bands of connective tissue surround necrotic areas. 

Necrosis of pre-existing tissues is described. In 
necrosis of the sclera, the sclera may be replaced by 
pus which discharges into Tenon’s capsule. In 


necrosis of the choroid the normal part of the 
choroid is the least likely of all the layers of the eye 
to undergo necrosis. In necrosis of the retina the 
highly organized retina succumbs to virulent toxins, 
and “falls to pieces’’ (the ora serrata is particularly 
vulnerable). In necrosis of the papilla the papilla may 
be converted into an indefinite weblike groundwork 
lying over the lamina cribrosa. In necrosis of the 
ciliary body the nonpigmented layer disappears com- 
pletely. In necrosis of the iris the side of the iris 
next to the tumor is more affected. In necrosis of the 
vitreous and zonule these structures have no re- 
sistance. In necrosis of the lens the lens capsule is 
invariably distended. 

Necrosis may be artificially induced as a thera- 
peutic measure in irradiation for retinoblastoma, and 
by diathermy for detachment of the retina. 

ZuckEeRMAN, M.D. 


Use of Pooled Human Vitreous. Mito H. Fritz. Am. 
J. Ophth., 1949, 32: 45. 

This study deals with the experimental injection 
into the human eye of pooled human vitreous. One 
of the problems was to determine the bacteriological 
status of the material to be used. The source of the 
vitreous represented eyes donated to the Eye Bank, 
which for various reasons had been rejected as un- 
suitable for use in corneal transplants. The tech- 
nique was not complicated, the essential feature 
being to obtain clear vitreous. The purpose was to 
determine if vitreous substitution could be made in 
cases of cloudy vitreous due to hemorrhages or in- 
flammatory reactions, and in hypotony following 
cataract surgery or retinal detachment operations. 

It was established that pooled human vitreous 
could be stored at temperatures ranging from 32° 
to 50° F. without any loss of clarity. It was further 
established that from 1 to 1.5 c.c. of vitreous could 
be injected into an eye without any great reaction 
or interference with vision. The tension remained 
about the same for 10 months when there was no 
further reason for loss of tone. Cerebrospinal fluid 
was also successfully used as a vitreous substitute. 

J. WoopHutt Overton, M.D. 


Retrolental Fibroplasia. Witt1am CounciLMANn Ow- 
ENS and ELLA UHLER OWENS. Am. J. Ophth., 1949, 
2. 

Retrolental fibroplasia was described in Terry in 
1942. It is seen in premature infants and character- 
ized by an opaque, vascular membrane against the 
posterior surface of the lens. Terry thought the dis- 
ease developed after birth because of the develop- 
ment of embryonic connective tissue. Reese and 
Payne, however, thought it was a congenital disease. 

The incidence of retrolental fibroplasia in the 
present series was based on regular examinations of 
premature infants weighing 4.5 lb. or less. There 
were 214 in the series, 40 weighing less than 3 Ib., 
and 174 weighing between 3 Ib. and 4.5 lb. The 
authors did not find any cases at birth. They ex- 
amined the infants for a period of 6 months or more 
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and found an incidence of 12.1 per cent in those 
weighing under 3 lb. and one of 1.3 per cent in the 
group weighing more than 3 lb. 

All visible remains of the hyaloid system disap- 
peared. The dilatation and tortuosity of the retinal 
arteries and veins were the first signs, the veins be- 
coming 3 times their normal size. Then there were 
grayish yellow elevations of the retina in the pe- 
riphery, the disc became blurred, and there was a 
generalized retinal edema. This was followed by 
formation of a grayish membrane and vessels in the 
periphery of the retrolental space. A yellowish red 
reflex was observed. Finally a complete retrolental 
membrane was formed. Broad ciliary processes were 
observed on the membrane, which was also vascular. 
The eye appeared smaller, the anterior chamber was 
shallow, posterior synechias formed, and the iris 
was atrophic. In some cases a secondary glaucoma 
developed. 

The onset of the disease occurred between the sec- 
ond and fifth months. 

These studies do not coincide with Terry’s theory 
of a fibroplastic overgrowth of the hyaloid artery and 
tunica vasculosa lentis, nor with the theory of Reese 
and Payne, who thought the lesion was due to a per- 
sistence of the primary vitreous. The authors be- 
lieve the lesion is a postnatal development character- 
ized by an angiomatous dilatation of the retinal ves- 
sels followed by a gross retinal detachment. The 
etiological factor has not yet been determined. 

J. WoopHuLL Overton, M.D. 


Scleromalacia Perforans: Report of a Case. MEL- 
VIN HARBATER. Arch. Ophth., Chic., 1949, 41: 183. 


Scleromalacia perforans is an insidious degenera- 
tive disease of later life characterized by holes in the 
sclera producing exposure of the uvea. It is usually 
accompanied by rheumatoid arthritis. The lesion 
begins as a small sterile abscess surrounded by 
epitheloid cells, and after a variable period the con- 
tents of the abscess are extruded and the uvea is 
exposed, 

A case is reported in a white female, aged 70, who 
had rheumatoid arthritis since the age of 30. Vision 
was markedly reduced, there was severe photophobia 
and numerous posterior synechiae preventing dilata- 
tion of the pupil. Four millimeters superior to the 
limbus in both eyes, there were scleral holes from 3 
to 4 millimeters in diameter. Marginal necrosis of 
the cornea was present. Local administration of 
penicillin resulted in subjective improvement but 
did not modify the progress of the disease. In the 
course of 20 months most of the anterior portion of 
the sclera became necrotic. The right eye was 
enucleated and the left eye became blind from 
an associated uveitis. | FRANK W. NEWELL, M.D. 


The Blindspot Syndrome. KENNETH C. Swan. Arch. 
Ophth., Chic., 1948, 40: 371. 


In a series of 296 cases of esotropia, observed in 
the clinics of two medical schools, 102 were found to 
have in common certain symptoms and signs which 
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have been designated as the “blindspot syndrome.” 
For distant fixation, the physiologic blindspot of 
the deviating eye was found to overlie the point of 
fixation in 80 cases; i.e., the deviation was from 12 
to 18 degrees. The physiologic blindspot was only 
part of a suppression scotoma and its position was 
inconstant; however, there were cases in which it 
seemed probable that the physiologic scotoma pro- 
vided the essential mechanism for alleviation of 
diplopia and played an important role in maintaining 
the esotropic state. This group of cases seemed to 
represent a clinical entity which was designated as 
the “blindspot syndrome.” Since the initial report 
of 7 cases was submitted, an additional 95 cases have 
been observed. 

The most significant symptom was periodic di- 
plopia, the history of which was seldom volunteered 
because in only a few cases was the diplopia annoy- 
ing, but it could be elicited in 75 of 102 cases. In 
every case, homonymous diplopia could be created 
under ordinary visual conditions by the use of prisms 
just large enough to shift the rays of light off the 
blindspot of the squinting eye. The most obvious 
sign was concomitant esotropia of from 10 to 20 
degrees. The average deviation was from 14 to 16 
degrees for distant fixation. The deviation was pro- 
portionately greater for near vision, but greater 
variations were found. In 62 cases, a hypermetropia 
of more than 2 diopters or anisometropia of more 
than 1 diopter was present. 

Normal retinal correspondence seems a consistent 
feature of the blindspot syndrome. It was demon- 
strated as being present in all of the cases by the 
usual methods of examination. Potentially avail- 
able or immediately demonstrable good fusion was 
considered as part of the syndrome. In less than half 
of the cases, the initial examination revealed fusion- 
al movements of appreciable degree at the angle of 
deviation; however, after sensory and motor fusional 
ability was established, orthoptic training was feas- 
ible in all of the cases. The blindspot syndrome may 
develop spontaneously in association with an uncor- 
rected refractive error. It may also be acquired 
after a partial correction of a larger degree of eso- 
tropia, either by glasses or surgically. Occasionally, 
it may develop after a period of occlusion of an am- 
blyopic eye or in association with the establishment 
of normal retinal correspondence. The syndrome 
does not seem to develop in the presence of anomal- 
ous retinal correspondence; at least it cannot be 
demonstrated to play a role in the alleviation of 
diplopia in such circumstances. 

The prognosis of restoration of single binocular 
vision is excellent. It is necessary to correct the re- 
fractive error, to establish an ample range of fusional 
movements before operation, to correct fully the 
deviation by surgical means, and then to follow 
operation with orthoptic training in order to estab- 
lish a reserve of fusional movements adequate to 
overcome any residual deviation without undue 
stress on the accommodation-convergence mecha- 
nism. MicHeEt M. D. 
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Subretinal Drainage in Retinal Detachment. An- 
DREW DE ROETTH, SR. Am. J. Ophth., 1949, 32: 55. 

In retinal detachment, the subretinal fluid is 
drained off or absorbed by the choroid, which allows 
the retina to come in contact again with the choroid. 
It is thought the hypotony occurring in detach- 
ments is due to this absorption. The condition of 
the choroid vessels is an important factor in the ab- 
sorption. 

Many surgical procedures to remove the sub- 
retinal fluid have been attempted; they include 
scleral puncture, trephine, sclerectomy, ignipunc- 
ture, and aspiration with a hypodermic syringe. 
Later, thermocautery was used. More recently, sur- 
face and perforating diathermy have been used. 
One of the problems involved when no tear is pres- 
ent is to get sufficient drainage over a period of time, 
as the openings in the sclera and choroid tend to 
close off. If a retinal tear is present, the fluid is ab- 
sorbed by the choroidal vessels after the tear is 
sealed, provided the vessels are functioning. 

Surface diathermy is performed and a drain is 
placed in position through the sclera and choroid for 
from 1 to 2 weeks. Hemorrhage is a complication to 
be reckoned with when the choroid is punctured. Air 
is injected into the anterior chamber to increase the 
preretinal pressure and force the retina back against 
the choroid. 

The article is summarized as follows: 

1. Subretinal hemorrhage occurred in 3 of 7 eyes 
that were operated upon. 

2. The risk of a sympathetic ophthalmia should 
be considered. 

3. In 3 of the 7 eyes the retina was reattached. 

4. A normal choroid absorbs subretinal fluid and 
produces a fibrin which helps to reattach the retina. 

J. Overton, M.D. 


Surgical Treatment of Retinal Detachment. Juan 
P. VERDAGUER. Am. J. Ophth., 1949, 32: 63. 


The author limits his discussion to cases of retinal 
detachment in which there is a fair chance for good 
results, namely, idiopathic cases occurring in myopia, 
senility, or disinsertion of the ora serrata, as well as 
traumatic cases. 

The fundus examination before and during surgery 
is very important since the tear in the retina must 
be localized and sealed off. The search for the tears 
should be extensive and thorough. The location and 
prominence of the detachment suggest the location 
of the tears. They are usually found near the equator. 

In localizing the tear, the author uses a fundus 
chart to determine its meridian and the number of 
disc diopters from the ora serrata. ; 

Preoperative care is important and rest in bed 
with both eyes bandaged for a week is a good policy. 
The operative treatment requires adequate exposure 
and the application of diathermy. 

Surface diathermy is applied in the predetermined 
areas, and the intensity is controlled to give a gray- 
ish appearance. In general, from 50 to 100 ma. are 
used. The electrode is 1 mm. in diameter and best 


applied to a dry globe. The next step is to drain off 
the fluid with a puncture needle, but each coagula- 
tion should be stopped when fluid appears. Then 
gentle suction may be applied. The points of coagu- 
lation are made 3 mm. apart and completely encircle 
the tear. 

Three types of detachment should be considered 
in addition to the one we have mentioned: (1) de- 
tachment or disinsertion of the retina at the ora ser- 
rata; (2) detachment due to tear at the macula; and 
(3) detachment due to aphasia. In the last type, a 
new approach was attempted. After the surface co- 
agulation, the sclera was incised and a fine silk su- 
ture passed through the lips of the sclera to include 
the deep layers. Then, before the fluid was removed 
through the scleral incision, the suture was tied. 

A large sarcoma causing a retinal detachment is 
easily revealed by its shadow, but a small tumor is 
not always easy to diagnose. However, a direct 
trans-scleral transillumination is helpful, particularly 
when used with the ophthalmoscope. A small tumor 
reveals a shadow with this method. An excellent 
procedure is done with the slit lamp, with a flat 
Koeppe contact glass, by which it can be determined 
whether the elevated retina is translucent. 

J. WoopxHvtt Overton, M.D. 


Use of Roentgen Therapy for Retinal Diseases 
Characterized by New-Formed Blood Vessels 
(Eales’ Disease; Retinitis Proliferans) :A Pre- 

Report. Jack S. Guyton and ALGERNON 
B. REESE. Arch. Ophth., Chic., 1948, 40: 389. 


Over a period of 18 months prior to this report, a 
total of 22 eyes in 14 patients were treated by inten- 
sive roentgen therapy to the posterior ocular seg- 
ment for certain ocular diseases. These diseases were 
characterized by retinal and vitreous hemorrhages 
with secondary fibrous tissue formation and new- 
formed blood vessels extending into the vitreous 
(Eales’ disease, typical or atypical, and diabetic 
retinitis proliferans). 

The irradiation technique was the same as that 
devised by Martin and Reese for the treatment of 
retinoblastoma. In the original cases from 8,000 to 
10,000 roentgens (in air) were given through the 
temporal portal, and from 5,000 to 6,000 roentgens 
were given through the nasal portal; however, in 
later cases, a total between 3,500 and 6,000 roentgens 
were given only through the temporal portal. If 
the total dose did not exceed 6,000 roentgens, the 
patients could tolerate 500 roentgens three times a 
week through the temporal portal alone, which 
shortened the treatment time. 

The first and most striking effect of roentgen 
therapy was the diminution of the new-formed 
vessels. The smaller vessels began shrinking within 
2 or 3 weeks after therapy was begun and invariably 
disappeared from ophthalmoscopic view within 4 to 
8 weeks, even if the total dose was only 3,500 roent- 
gens. If a dose of not more than 4,000 roentgens 
was given, the larger new-formed vessels usually 
showed a shrinkage in caliber but remained patent 
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indefinitely. However, in eyes which received a 
total dose of 10,000 roentgens, or more, even the 
largest new-formed vessels completely disappeared 
from ophthalmoscopic observation. There has as 
yet been no definite recurrence of new-formed 
vessels in any of the 22 eyes treated. Regression of 
the fibrosis was less striking. If fibrosis was scanty, 
almost translucent, a dose of 10,000 roentgens or 
more produced a marked regression of the fibrous 
tissue. If fibrosis was dense and of long duration, 
it was reduced only slightly, even with heavy dosage. 
In 8 patients with ‘‘typical’”’ Eales’ disease, there 
has been only 1 recurrent hemorrhage. In the group 
of 4 patients with “atypical” Eales’ disease, there 
has been a recurrent hemorrhage only in a patient 
with an anomalous localized constriction of a retinal 
vein. In the 2 patients with diabetic retinitis pro- 
liferans, fresh retinal hemorrhages have continued 
to appear, and in 1 patient, fresh vitreous hemor- 
rhages developed 5 months after therapy, even 
though the new-formed vessels were markedly 
diminished. It seems unlikely that roentgen therapy 
could result in permanent benefit for patients in 
this category until an effective treatment for dia- 
betic retinopathy itself has been discovered. 
MicHet M. D. 


Retinoblastoma (Retinal Glioma) Cured by Radon 
Seeds: Report of a Case. JosEPpH WALDMAN and 
C. E.G. SHannon. Arch. Ophth., Chic., 1949, 41: 32. 


The authors report a case of retinoblastoma in 
which the left eye was enucleated and the right eye 
treated with radon seeds. Seeds were placed in an 
applicator devised by one of the authors, and sutured 
to the sclera under the conjunctiva and Tenon’s 
capsule. 

The authors arrived at the following conclusions: 

1. Unilateral involvement requires immediate 
enucleation. 

2. In bilateral involvement the more diseased eye 
should be enucleated and the other eye should be 
irradiated. 

3. Radon should be used as described in this 
article, i.e., according to the technique of Martin 
and Reese. Ear H. Merz, M.D. 


The Treatment of Bilateral Retinoblastoma. At- 
GERNON B. REESE, GEORGE R. MERRIAM, JR., and 
Hayes E. Martin. Am. J. Ophth., 1949, 32: 175. 


Since 1933 Reese and Martin have practiced the 
combined method of treatment for bilateral retino- 
blastoma. This consists of the surgical removal of 
the eye with the more advanced lesion and the treat- 
ment by fractionated roentgen irradiation of the 
remaining eye. Of 53 patients in the series, 25 are’ 
living with vision of 20/20 to 20/200, 16 are living 
without vision, and 12 have died of retinoblastoma. 
The average mortality of bilatera] retinoblastoma 
treated by enucleation only is about 50 per cent. 
The combined treatment certainly does not adversely 
affect the chance of survival. The involvement of 
the two eyes is the result of independent origins of 
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the growths. The assumption should be that the 
fellow eye is affected until absence of involvement is 
proved conclusively by adequate examinations. This 
requires general anesthesia, full dilatation of the pupil, 
the blepharostat, and forceps for rotation of the eye. 

The posterior segment of the eye tolerates radia- 
tion well. The smaller the lesion to be irradiated 
the better the chance of success. A fairly flat tumor 
offers a better prognosis than the nodular variety 
extending into the vitreous. The best index of re- 
gression is an increase in the calcium content of the 
tumor as manifested by chalky white areas increasing 
in size. 

The late vascular changes are the most serious 
complications and affect one-third of the cases. 
About 10 months after completion of treatment, 
retinal, preretinal, and vitreous hemorrhages may 
arise from the newly formed blood vessels in the 
retina developed secondary to radiation. Vitreous 
opacities, secondary glaucoma, retinitis proliferans, 
retinal detachment, and atrophy of the globe may 
follow. Drugs designed to decrease capillary per- 
meability are of no aid. Damage to the skin is 
inevitable and is manifested by depigmentation, 
scarring, and telangiectases of varying degrees. If 
the portals are not properly positioned radiation 
cataracts arise; in this series 6 were seen at an aver- 
age time of 3 years. Disfiguring bone changes are 
frequent. 

Any standard high voltage x-ray machine can be 
employed. The head must be maintained in an exact 
position so that the beam will pass only through the 
posterior half of the globe. The patient is mummi- 
fied, and a parent, suitably protected, holds the head. 

The treatment factors now used are: 220 kv., 20 
ma., target skin distance—5o cm., filter of 0.5 mm. 
of copper plus 1.0 mm. of aluminum; in the circulo- 
temporal portals 2.5 cm. are directed transversely, 
centered over the external canthus, and in the nasal 
portals 2 cm. are placed in the anophthalmic orbit 
at an angle of from 26 to 28 degrees. Treatments 
are given 3 times weekly to alternate portals; each 
dose is 400 roentgens in air with a maximum total 
dose at each portal of 8,o00 roentgens. 

The parents are instructed to keep the treatment 
areas covered at all times with white vaseline or 
boric acid ointment, and to avoid all direct exposure 
tosunlight. All examinations are done under chloro- 
form anesthesia, which is unequalled for ease of 
administration, rapidity of induction and recovery, 
safety and freedom from nausea, vomiting, and other 
aftereffects. James E. LeBensoun, M.D. 


EAR 


Tuberculosis of the Ear, Nose, and Throat Treated 

with Streptomycin: A Report of 12 Cases. Jacos 

L. GreiF and JaMEs W. Goutp. Arch. Otolar., Chic., 
1948, 48: 209. 

In the present article, the authors report 12 cases 

of tuberculosis of the ear, nose, or throat in patients 

seen at the Fitzsimons General Hospital, in Denver. 
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In 6 of these patients there was tuberculous involve- 
ment of the larynx, in 3 the middle ear was involved, 
in 1 patient the pharynx and the larynx, in 1 both 
mastoids, and in 1 the nasal septum. 

The patients were treated by intramuscular, 
topical, or nebulized streptomycin, or a combination 
of the three. The usual daily intramuscular dose was 
1.8 gm. in 6 divided doses. The nebulized strep- 
tomycin was made up with sterile water so as to con- 
tain 50,000 u. per cubic centimeter, and the patient 
usually received 0:5 gm. daily, given in divided doses 
every 4 hours. 

The authors’ clinical impression of the results of 
the treatment was that all tuberculous lesions of the 
larynx and pharynx disappeared. Two of the pa- 
tients with tuberculosis of the middle ears displayed 
apparent healing and one showed no improvement 
after treatment. One patient with involvement of 
the nasal septum was improved and one with bi- 
lateral tuberculous mastoiditis was seemingly cured 
by treatment which included bilateral mastoidec- 
tomy in the latter case. JoHNn J. BALLENGER, M.D. 


NOSE AND SINUSES 


Physiologic Surgery of the Nares. SAMUEL Fomon, A. 
GILBERT SILVER, JOSEPH G. GILBERT, and VICTOR 
Royce Syracuse. Arch. Otolar., Chic., 1948, 47: 608. 


The nares play a fundamental role in regulating 
the volume, pressure, and distribution of inspired air. 
If they are deformed these physiological functions 
are disturbed. Many technically perfect submucous 
resections of the septum fail to restore normal nasal 
respiration because necessary surgical correction of 
the nares was neglected. The nostrils may be faulty 
in shape, size, in plane of direction, and in axis. 
Detailed descriptions and illustrations are given of 
the methods for correction of the various deformities 
of the nasal tip, columella, and alae. 

Joun R. Linpsay, M.D. 


MOUTH 


Harelip and Palatine Fissure (Labio leporino y fisura 
del paladar). Héctor Marino. Dia med., Air., 
1948, 20: 3041. 

Harelip and palatine fissure are congenital de- 
formities requiring early attention and the greatest 
therapeutic perfection. For most satisfactory results 
the general preparation should be meticulous, and 
full co-operation of both the surgeon and the pedia- 
trician is important. Furthermore, symmetry of the 
corrected parts should be accomplished with as few 
operative steps as are expedient. 

Palatine fissure, when present, should be repaired 
first.. Ether-oxygen intratracheal anesthesia with 
procaine block is employed and Mirault’s modifica- 
tion of the Blair-Brown operation is the procedure 
of choice. In patients with bilateral harelip, the 
author prefers de Veau’s technique because it pro- 
vides especially for preservation of the skin and 
mucosa of the median tubercle. In adults, the 
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Bardeleben operation is considered indispensable. 
With its use, the normal arch of the nose and upper 
lip is preserved. 

In the repair of palatine fissure, care must be 
taken to avoid tension on the sutures. Approxima- 
tion of the palatine muscles and preservation of the 
nutrient arteries are believed essential parts of the 
operation inasmuch as function is equally as im- 
portant as anatomic reconstruction. 

STEPHEN A. ZIEMAN, M.D. 


Penicillin Therapy in Oral Surgery. Pie M. 
Norturop. J. Oral Surg., 1949, 7: 39- 


The author reviews the fundamental knowledge 
concerning penicillin, its mode of action, susceptible 
organisms, the degree of sensitivity, types and 
properties, preparations available, methods of ad- 
ministration, toxic reactions, and allergy. 

He discusses the clinical application of penicillin 
therapy in oral surgery, indications for the use of 
_ various preparations the dosage required, the time 
and duration of administration, and the use of 
penicillin with sulfonamide drugs. 

The importance of penicillin therapy as a pro- 
phylactic measure is stressed, but the author states 
that it is in no way to replace the observance of 
sound surgical principles. 

The author discusses the significance of transient 
bacteremia and its control with penicillin, as well as 
the proplylactic use of penicillin in the treatment of 
all patients having endocarditis, in the presence of 
inflammatory processes, or in cases in which dental 
procedures must be performed. A satisfactory 
routine is given for the adrhinistration of penicillin 
during the management of the patient with endo- 
carditis. 

The author prefers procaine-penicillin in oil prep- 
arations—300,000 units of penicillin and 0.125 
mgm. of procaine per cubic centimeter. He gives 
600,000 units (2 c.c.) intramuscularly 24 hours prior 
to surgery, and repeats the same dosage at the time 
of operation and also 24 hours later; then, if oral 
sepsis is severe and healing does not readily take 
place, daily injections of the same dosage are ad- 
ministered until the danger of bacteriemia is over. 

Louis T. Byars, M.D. 


Some Rare Benign Tumors of the Tongue (Alguns 
tumores benignos raros da lingua). AMADEU CAR- 
VALHO DE ALMEIDA. Arg. pat., 1948, 20: 84. 


Among 1,427 biopsies of the tongue performed at 
the Portuguese Institute of Oncology up to the end 
of February, 1948, there were 846 which showed tu- 
mors; of these 571 were malignant and 275 benign. 
The latter included 2 neurinomas, 3 lipomas, 1 
lymphangioma, and 9 rhabdomyomas. 

Of all benign tumors of the tongue, neurinomas 
are the rarest: only 6 cases have been reported in the 
literature. These cases together with the 2 now de- 
scribed show that these tumors may develop at any 
age, but they have a predilection for youth and they 
may recur. They are most frequently located in the 
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anterior half of the organ and occur more often in 


females than in males. In the first case the right half 
of the posterior third of the tongue presented a pro- 
truding tumor, the size of an almond, which was 
covered by normal mucosa, and was painless, 
smooth, and hardly mobile. In the second case the 
anterior extremity of the dorsum of the tongue pre- 
sented a protruding tumor, the size of a pea, which 
was ulcerated. Both tumors were extirpated. 

Lipomas of the tongue are relatively rare since 
only 37 cases have been reported, including the 3 
described by the author. These tumors are usually 
surrounded by a connective tissue capsule, located 
on the anterior half of the organ, more frequent in 
females than in males, and occurring often between 
the ages of 20 and 50 years. However, in the present 
3 cases the ages were 66, 68, and 71, respectively. 
Two of the tumors occurred on the left and the 
other on the right border of the tongue; their size 
was that of a pea or a lentil; they caused no pain 
and were easily excised. 

Lymphangioma of the tongue occurs usually on 
the borders or dorsum of the organ and may be cir- 
cumscribed or diffuse (macroglossia). It is of congeni- 
tal origin, very variable volume, hard consistency, 
and smooth or verrucose aspect, and it is painless. In 
the author’s case, it occurred on the dorsum of the 
tongue to the right of the median line and measured 
2 by 1.5 cm. It was covered by adherent normal mu- 
cosa, was hard, and did not adhere to the deep tis- 
sues. It was excised with the electrocautery. 

The 9 cases of rhabdomyoma of the tongue have 
already been reported by others. The muscular fibers 
are seldom completely differentiated but assume 
very variable forms and volumes. These tumors occur 
at any age, but more frequently in females than in 
males. They may be congenital and are then of great- 
er volume than the acquired tumors. In those de- 
veloped in adults, trauma must always be taken into 
account as an etiologic factor. They are generally of 
rounded form and more or less circumscribed, but 
without capsule. They show a predilection for the 
borders and dorsum of the organ, are hard, and have 
a more brilliant color than the neighboring mucosa. 
They grow rapidly and are usually benign, but they 
recur easily. RicHArD Kemet, M.D. 


Contribution to the Study of Congenital Temporo- 
mandibular Ankylosis (Contributo allo studio 
della anchilosi temporo-mandibolare congenita). AL- 
VISE PERESSON. Chir. org. movim., 1948, 32: 307. 


The author critically analyzes 10 cases of congeni- 
tal ankylosis of the temporomandibular joint, seen 
at the Istituto Rizzoli in Bologna since 1911. He 
believes that the congenital type of ankylosis of this 
joint occurs more frequently than heretofore realized. 
The etiology is considered to be analogous to con- 
genital dislocation of the hip in that there is faulty 
development of various parts of the mandible, the 
glenoid, and thé joint cartilage, as well as of the soft 
tissues in the region of the joint. It is found that the 
parents of patients afflicted with this disease fre- 
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quently suffered with polyarthritis, abortions, tu- 
mors, or diabetes. The patients themselves often 
had endocrine disturbances and other congenital 
defects. In the group studied there were 4 patients 
with luxation of the hip, 1 patient with congenital 
aplasia of an ear, and another with an imperfectly 
developed limb. 

In most instances, before ankylosis manifests 
itself, the parents notice the lower jaw to be small, 
asymmetry of the face, faulty occlusion, and diffi- 
culty in widely opening the mouth. When examined 
the patients usually had brachycephalic head meas- 
urements, micrognathia, faulty dentition, and in- 
ability to open the mouth. Roentgen examination 
revealed underdevelopment of one or all of the bony 
structures in the region of the joint. The author 
considers both the prophylactic and the definitive 
treatment to be far less than desired. He advises 
general supportive therapy, such as vitamins, endo- 
crines, adenoidectomy, and indicated orthodontal 
treatment, as soon as the premonitory signs are 
observed. Radical surgical interference, including 
bone grafts, insertion of metal prostheses, and man- 
ipulation, usually becomes necessary in the advanced 
cases. N. CurisTiAN Meyer, M.D. 


Cancer of the Tongue. James Encuisu. Oral Surg., 
M., Path., 1949, 2: 231. 


Cancer of the tongue is most commonly of epi- 
thelial origin and may result from chronic irritation. 
Lack of vitamin B should not be overlooked as a 
related causal factor. Frequently, if not always, 
certain premalignant states precede the cancerous 
lesion. These include leucoplakia, ulceration, and 
induration. The fact that pain is often not an early 
symptom may delay detection of the tumor. The 
importance of early diagnosis is emphasized because 
the prognosis is very grave after metastasis has oc- 
curred. Metastatic spread is by way of the lymph- 
atic system and primarily involves the deep cervical 
chain of lymph nodes. The submaxillary and sub- 
mental lymph nodes are frequently involved. The 
most successful method of treatment has been that 
of radium implantation in the primary lesion and 
complete surgical removal of the lymph nodes drain- 
ing the affected side. Adjunctive roentgen therapy is 
frequently advocated. 

Two cases of squamous cell carcinoma of the 
tongue are reported which illustrate several factors 
described in the review. The first patient was 
treated by roentgentherapy and radium, and the 
primary lesion regressed satisfactorily without re- 
currence, but subsequent lymphatic involvement 
occurred. Roentgentherapy was administered and 
repeated several times over a period of 31 months, 
when the patient died of an acute monocytic leuce- 
mia. The second patient had been treated previously 
with roentgen rays and radium. There was recur- 
rence locally, so the primary lesion was treated by 
surgical removal of two-thirds of the tongue. Me- 
tastases to the cervical lymph nodes followed 21% 
months later, and were treated by radical neck dis- 
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section. The patient succumbed shortly thereafter 
to a flare-up of an old tuberculosis with massive 
involvement of both lungs, liver, spleen, and kid- 
neys by acute tuberculous processes. 

Louts T. Byars, M.D. 


PHARYNX 


Prognostic Criteria and Therapeutic Suggestions 
for the Treatment of Tumors of the Pharynx 
{Il criterio prognostico e l’indirizzo terapeutico nel 
trattamento dei tumori della faringe). GIovANNI 
PALTRINIERI. Radiol. med., Milano, 1948, 34: 770. 


The prognosis of tumors of the pharynx is based 
on correlation between histologic findings and radio- 
sensitivity, also between radiosensitivity and cura- 
bility, and especially with regard to epitheliomas. 
Other criteria, namely, anatomoclinical and radio- 
clinical factors, represent important items. 

Epitheliomas of mucous type are more radiosensi- 
tive than highly differentiated cancers. Not only the 
histologic structure, but the site of their origin deter- 
mines the response of epitheliomas to irradiation. 
Those located in the pyriform fossa or at the base of 
the tongue show a poorer response than those of the 
tonsils or the tonsillar pillars. 

Roentgenographic studies of the base of the skull 
are important in the prognosis, for they may demon- 
strate an invasion which escaped clinical detection. 
Such studies are valuable not only in patients with 
tumors of the nasopharynx but also in those with 
neoplasms of the mesopharynx and hypopharynx. 
Epitheliomas of the upper portion of the hypo- 
pharynx respond well to radiotherapy while those of 
the lower portion give a very bad prognosis. 

The anatomoclinical findings, in addition to the 
results of histologic studies, determine the prognosis. 
For instance, vegetating forms without deep infiltra- 
tion are amenable to cure while so-called interstitial 
forms, with a deep infiltration, give a poor prognosis. 

Angioreticulomas and lymphangioreticulomas are 
relatively radioresistant while reticuloendotheliosar- 
comas and their polymorphous variety are sensitive to 
irradiation. The author discusses the merits of frac- 
tional irradiations over short and prolonged periods 
of time. He advocates the use of electrosurgery in 
the treatment of circumscribed epitheliomas acces- 
sible to direct or indirect endoscopy. 

JosepH K. Narat, M.D. 


NECK 


Foreign Body in the Thyroid Following Perforation 
of the Esophagus. Epwarp E. JEMERIN and JACOB 
S. ARONOFF. Surgery, 1949, 25: 52. 


Three instances in which an unusual sequence of 
events followed perforation of the esophagus by a 
foreign body have been encountered at the Mount 
Sinai Hospital, in New York, since 1941. In all 3 
cases Clinical and roentgenographic evidence of cervi- 
cal and retroesophageal infection developed and ex- 
ternal cervical drainage was performed. The find- 
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ings, however, were at variance with the predomi- 
nantly retroesophageal or paraesophageal infection 
that is usually found. Instead, the infection was 
chiefly confined within one of the lateral lobes of the 
thyroid gland, embedded within which was also 
found the foreign body. The perforation had ap- 
parently taken place more or less directly into the 
lateral thyroid lobe. Study of the literature has re- 
vealed no similar cases. 

Perforation occurs also in a lateral, or even antero- 
lateral, direction although this seems less likely 
when an instrument is the agent than in the case of 
a foreign body. In such an instance the foreign body 
can make its way directly into the corresponding 
lateral lobe of the thyroid gland. Conceivably, even 
a foreign body perforating posterolaterally might 
find its way into the thyroid gland if its course after 
perforation was lateral or anterolateral. This is 
what probably occurred in Case 1 in which a pos- 
teriorly situated perforation was seen endoscopical- 
ly, although this might have represented instead a 
secondary evacuation site of the undrained retro- 
esophageal abscess. 

The infection which follows develops not only 
paraesophageally, but in the thyroid lobe as well. 
If the course has been directly into the thyroid with 
minimal traversal of the retroesophageal space, the 
infection may be entirely or chiefly within the gland. 
In Case 1, the infection was chiefly within the gland, 
only a small retroesophageal component being found 
at the secondary operation. In Case 2 the infection 
was confined entirely to the gland; at operation only 
edema was found in the retroesophageal space. In 
Case 3 the abscess cavity was both paraesophageal 
and intraglandular. 

Characteristically, the infection should be anerobic 
with putrid odor, and liquefaction with abscess for- 
mation should be the rule. Phlegmonous extension 
should occur if drainage is too long delayed, but 
apparently this is more characteristic of perforation 
into the retroesophageal plane than when the dense 
confines of the thyroid have been penetrated. An 
abscess was the pathologic lesion in all 3 of the au- 
thors’ cases; the infection was putrid in 2, and odor- 
less in 1 case (Case 2). 

In all 3 cases the foreign body was found entirely 
within the thyroid gland. Whether the initial vis a 
tergo carried it there, or whether the subsequent 
swallowing and gagging movements did, cannot be 
said. It should be noted that an edentulous, plated 
upper jaw probably predisposes to the ingestion of 
foreign bodies since the customary discriminatory 
sensation is eliminated from this area. This was 
mentioned by Myerson. Two of the patients wore 
upper plates; in the case of the third patient, no 
record was made although, in view of the patient’s 
age, it is likely that she also did. 

The diagnosis of esophageal perforation with 
paraesophageal infection is not difficult. A history 
of the ingestion of a foreign body followed by neck 
pain, dysphagia, and fever is usually obtained. The 
physical signs are those of an inflammatory process 
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in the neck consisting of tenderness, mass, and fixa- 
tion or displacement of the trachea. With perfora- 
tion into the thyroid, the swelling and tenderness 
may be largely confined to the corresponding lateral 
thyroid lobe, which may suggest the specific diag- 
nosis, as in Case 3. Esophagoscopy may be of as- 
sistance in demonstrating that a perforation has oc- 
curred. A lateral roentgenogram of the neck is in- 
dispensable. This will usually show the foreign body 
and air trapped in a widened retrotracheal space. 
The frontal film may show lateral tracheal displace- 
ment. Apparently there is not as great a tendency 
in these cases for infection to travel down the retro- 
visceral compartment into the superior mediastinum 
as when perforation has taken place into that com- 
partment. This is manifested by tapering of the 
retrotracheal widening in the direction of the superi- 
or thoracic aperture. 

Treatment consists of the establishment of exter- 
nal drainage through the neck and removal of the 
foreign body. The operation should be performed 
under local anesthesia. The technique, patterned 
after Marschik, is now well standardized. It is 
described in detail in Neuhof and Jemerin’s mono- 
graph. There should be no mortality. Chemother- 
apy will not substitute for surgery, and has a place 
only after adequate drainage has been effected. 

It is important to retrieve the foreign body during 
the procedure as otherwise relief may prove to be 
only temporary, as in Case 1. Unless a definite search 
is made with the finger within the cavity in the thy- 
roid gland, the foreign body may be missed as its 
location makes it difficult or impossible to bring it 
into the field of vision. The experience in Case 1 
was instrumental in guiding the search in Cases 2 
and 3 into the cavity in the thyroid gland where the 
foreign body was located. 

Joun E. Kirkpatrick, M.D. 


Observations on Disorders of the Thyroid Gland 
Associated with Exposure of the Suprarenal 
Glands to X-Rays. Ktaus A. J. JARVINEN. Ann. 
med. int. fenn., 1948, 37: 227. 

As a rule, a continuous correlation can be observed 
in the activity of the endocrine glands. Especially, 
the hypophysis has been found to exert a marked 
action on the function of the thyroid gland. The 
author observed 23 patients whose suprarenal glands 
had been exposed to roentgen rays. 

As samples of the intimate relation of the thyroid 
to the sexual glands, the author mentions (1) en- 
largement of the thyroid gland during puberty and 
in connection with menstruation, (2) the frequent 
appearance of goiter during pregnancy, and dys- 
functions of the thyroid gland subsequent to it, and 
(3) disturbances of thyroid secretion frequently ob- 
served in connection with the menopause. 

Three patients developed strong symptoms, and 
4 developed slight symptoms of hyperthyroidism. 
Ten others exhibited symptoms of hyperthyroidism, 
but owing to insufficient data (death of the patient) 
or other difficulties, these cases were not fully con- 
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clusive. In all of the patients with symptoms of 
hyperthyroidism, including the 10 doubtful cases, 
these symptoms appeared in from 1 to 3 months fol- 
lowing roentgen therapy of the suprarenal glands. 
These symptoms receded spontaneously and partly 
disappeared in from one-half year to 3 years. 

In 6 patients it was not possible to demonstrate 
any symptoms of hyperthyroidism following roent- 
gen therapy applied to the suprarenal glands. 

The author believes that a causal correlation exists 
between the roentgen therapy applied to the supra- 
renal glands and the symptoms of hyperthyroidism 
which subsequently developed in several cases. 

From the author’s investigations, it appears that 
treatment of the suprarenal glands by x-rays was, in 
several cases, the cause of a rapidly developing hyper- 
thyroidism typical of Basedow’s disease. 

It is known that Basedow’s disease frequently 
develops following tonsillitis, pneumonia, diphtheria, 
or influenza. On the other hand, the author believes 
that disturbances of the suprarenal glands may occur 
as a result of these diseases. 

Furthermore, it must be remembered that hypo- 
plasia of the suprarenal glands is most commonly 
observed in severe forms of Basedow’s disease. 

This view is also supported by the close similarity 
of morbus Basedowi to Addison’s disease. The follow- 
ing features are mentioned as common to both: loss 
in weight, myasthenia, intestinal disorders, increased 
pigmentation, loss of hair, atrophy of the sexual 
glands, hyperplasia of the thymus and of lymphatic 
tissue, liver disorders, and mental disturbances. 

There are circumstances which would seem to 
indicate that suprarenal lesions may have a greater 
significance as an etiologic factor in Basedow’s 
disease than is generally ascribed to them. 

Among other observations made during this 
investigation, the author mentions the effect of 
roentgen treatment of the suprarenal glands on 
blood pressure, noting a rise. In one case of diabetes 
mellitus the blood sugar, and particularly the amount 
of sugar excreted in the urine, decreased considerably 
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after exposure of the suprarenal glands to roentgen 
rays. GrorcE W. RicHarpson, M.D. 


The Surgical Treatment of Thyrotoxicosis. K. 
PaTEeRSON Brown. Edinburgh M.J., 1948, 55: 265. 


The operative treatment of hyperthyroidism in 
Edinburgh hit a low point in 1943 when thiouracil 
was introduced, but since then it has risen again. 
Thyroidectomy is indicated in primary hyper- 
thyroidism when thiouracil fails to control the symp- 
toms, in complications resulting from drug treat- 
ment, when thiouracil causes excessive gland enlarge- 
ment, if the patient wishes the operation, and in 
nonco-operative patients. In secondary toxic 
goiter, surgical measures give better results, as in 
recurrent goiter and in substernal goiter, in which 
thiouracil seems contraindicated. Persistent cardio- 
vascular complications are more rare after operation. 
Malignant degeneration of a nodular goiter is not 
uncommon, and there is a theoretical question: 
whether it may not occur after thiouracil treatment. 
Cardiac patients seem to feel better following thy- 
roidectomy than after medical measures alone. Re- 
current goiters should be treated by drugs rather 
than by a second operation, unless drugs fail. The 
author charts the pulse rate every 5 minutes and be- 
lieves that the pulse curve gives a better indication 
of the patient’s condition than the absolute pulse 
level during operation. 

Brown uses thiouracil in the preparation of the 
patient; this he discontinues 12 days before the 
operation and gives iodine as a substitute. During 
the operation he uses an oxidized cellulose gauze 
for the control of oozing. Tetany is a rare complica- 
tion; bilateral recurrent nerve injury has not oc- 
curred. Of 3 patients with unilateral injuries 2 had 
completely recovered, but the third had not re- 
covered completely at the time of writing. Late 
bleeding occurs rarely and must be controlled by 
prompt intervention. There was no mortality in this 
series, but the over-all mortality in all types of cases 
was 1.6 per cent. F. W. S. Mopern, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


The Diagnosis of Focal Epilepsy (Diagnéstico da epi- 
lepsia focal). Dyatma CHasTINET. Reo. brasil. cir., 
1948, 17: 733- 

The concept of focal epilepsy is purely objective: 
it is based on the demonstration of an area in the 
central nervous system, a focus, in which originate 
the periodic neuronal discharges that characterize 
the clinical attack of the disease. The epileptogenic 
focus has no autonomous existence; it always arises 
in connection with a neighboring lesion which is the 
epileptogenic lesion. This may bea structural change 
in the nervous substance, such as a cerebral scar or 
an encephalic tumor, or it may act indirectly on the 
cerebral tissue as in the case of extradural and sub- 
dural hematoma, tumor of the dura mater, or lo- 
calized hyperostosis of the skull. No matter what it 
is, the epileptogenic lesion in itself cannot induce an 
epileptic attack because its tissue is electrically and 
biologically inactive. However, this is not the case 
with the neighboring nervous tissue whose neurons 
are functionally active and subjected to irritation by 
the lesion; they are stimulated to hyperactivity and 
become the epileptogenic focus. Both lesion and 
focus are indispensable etiopathogenic elements of 
focal epilepsy; the lesion is the primary determining 
cause, and the focus is its neighborhood reflex. 

The diagnosis of focal epilepsy includes the clinical 
study of the attack, the topographic study of the 
lesion, and electroencephalography, completed by 
the operative diagnosis which requires cortical stim- 
ulation tests and electrocorticography. For the 
clinical study of the attack the patient often has to 
be hospitalized. When the observed symptoms al- 
low the epileptic manifestation to be referred to a 
certain cerebral area, the diagnosis of focal epilepsy 
may be safely made, but when the epileptic attack 
presents no signs of focus, the hypothesis of focal 
epilepsy should not therefore be rejected. Focal 
epilepsy may be expressed also by generalized at- 
tacks without any sign or symptom of localization. 
The topographic study of the lesion indicates only 
indirectly the location of the focus which is in the 
vicinity of the lesion. 

Cortical stimulation, which is based on the pro- 
voked repetition of the initial phenomena of the 
clinical attack, presents the same diagnostic diffi- 
culties as the clinical study of the attack. It is neces- 
sary to conduct a very complete observation of the 
beginning of the clinical attack in its smallest de- 
tails to be able to estimate with certainty the loca- 
lizing value of the answers received from the stimu- 
lation. Electroencephalographic examination may 
be performed in the ambulant patient; it causes no 
disturbance, may be repeated as many times as found 
necessary, and, like electrocorticography which is a 


variant of it, is highly efficient and allows exact lo- 
calization of the epileptogenic focus. 

In conclusion, electroencephalographic examina- 
tion is the method of choice for the diagnosis of focal 
epilepsy; in this as in the other modalities of epilepsy, 
its value is superior to that of any other procedure 
and can be summarized in its principal advantages: 
convenience, innocuity, efficacy, and precision. 
However, the author does not mean to exclude 
other examination methods in order to arrive at the 
diagnosis. RIcHARD KEMEL, M.D. 


Gangrene of the Face Following Occlusion of the 
Posterior Inferior Cerebellar Artery. NATHAN 
Savitsky and Sipney P. Expern. Arch. Neur. 
Psychiat., Chic., 1948, 60: 388. 

The authors point out that skin lesions following 
disease of the trigeminal nerve have rarely been 
reported. The majority of such skin lesions follow 
surgical section of the nerve, and are characterized 
by temporary herpetic lesions. 

A case is reported with occlusion of the posterior 
inferior cerebellar artery and associated hypalgesia 
on the left side of the face. The patient subsequently 
developed an ulceration of the ala of the nose, and a 
progressive deep ulceration involving part of the 
nose and cheek, which was entirely painless. There 
was no evidence of any syphilitic lesion. 

The rarity of such trophic lesions is pointed out, 
and the possibility of trauma as an etiological factor 
is discussed. Howarp A. Brown, M.D. 


The Absence of Headaches in Certain Types of 
Frontal Lobe Tumors (Pourquoi certaines tumeurs 
frontales évoluente-elles sans céphalées). J.-A. 
— and E. WoRINGER. Presse med., 1948, 62: 
739. 


In reviewing their cases of intracranial tumors, the 
authors noticed that headaches were not always pres- 
ent in patients who had frontal lobe tumors. They 
then analyzed the symptoms presented by 137 
proved cases of tumors restricted to the frontal lobes 
and accompanied by papilledema, and found that 
26, or 19 per cent of them, had not been accompanied 
by headaches. Most of the patients without head- 
aches presented the psychic disturbances grouped 
under the name of frontal lobe syndrome. There 
appeared to be a direct relationship between the 
psychic disturbances and the headaches in the clinical 
course of these patients. Thus, when the disease 
started with frontal lobe symptoms it would often 
not be accompanied by headaches, or the headaches 
would disappear with the onset of psychic symp- 
toms; at times these two symptoms would alternate 
but not be present simultaneously. Headaches were 
present in 61.4 per cent of the patients without 
psychic disturbances and in only 8.9 per cent of 
those with frontal lobe symptoms, while 22.3 per 
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cent of patients with frontal lobe tumors and only 
4.3 per cent of the nonpsychotic patients had no 
headaches. 

The authors believe that the absence or recession 
of pain is caused by an anatomical or functional in- 
terruption of the thalamofrontal pathways and that 
in certain cases the frontal lobe tumors produce the 
same effect as a prefrontal lobotomy. 

GrorGE PERRET, M.D. 


Giant Adenomas of the Hypophysis; Considera- 
tions on 2 Cases (Adenomas gigantes da hipéfise; 
consideragées sébre dois casos). CANDIDO DE OLI- 
VEIRA. Rev. brasil. cir., 1948, 17: 721. 


Adenomas occur frequently in the hypophysis. 
Their classification depends on their cellular compo- 
sition which causes a characteristic symptomatology: 
acidophil cell tumors are responsible for gigantism 
and acromegaly, chromophobe cell tumors for in- 
fantilism or adiposogenital dystrophy, and basophil 
cell tumors for Cushing’s syndrome. In general, the 
tumors are grayish red, well vascularized, and of 
varying size. They may grow slowly or rapidly, and 
be endosellar, suprasellar, or infrasellar. When en- 
dosellar, the tumor remains for a long time in the 
sella; then, because of constant pressure by the tu- 
moral mass, the sella is destroyed and the tumor 
may grow upward in the direction of the hypothala- 
mic region, compressing the floor of the third ventri- 
cle and the optic chiasma, or backward in the direc- 
tion of the cerebellum and the cerebral peduncles; it 
may even reach the corpus callosum, the lateral 
ventricles, and the frontal and temporal lobes. There 
is no direct relationship between the size of the tu- 
mor and its endocrine activity. The basophil cell 
adenoma is the least common of the three types of 
tumor. 

In a study of large tumors of the hypophysis, Car- 
rillo found that, after a prolonged local phase, the 
tumor destroys the framework of the sella, grows 
rapidly, and causes clinical symptoms which simulate 
those of cerebral and not hypophyseal tumor. This 
has been confirmed by White and Warren who stated 
that the clinical diagnosis then becomes so difficult 
that surgeons have been led to intervene in zones 
remote from the primary tumor. Another character- 
istic of these large tumors is their mortality in con- 
nection with some operation: death may occur sud- 
denly after or during a simple lumbar or ventricular 
puncture and even in the course of a decompression 
operation. Carrillo and Ghersi have called atten- 
tion to the fact that acidophil adenoma in the ter- 
minal phase of acromegaly may become voluminous 
through adenocarcinomatous degeneration. Ghersi 
has found that the prognosis of large tumors of the 
hypophysis is usually favorable when their growth is 
toward the frontal region, uncertain when it is to- 
ward the third ventricle, and grave when it is toward 
the posterior fossa, compressing the protuberance 
and the bulb. 

Chromophobe adenomas are the hypophyseal tu- 
mors which most frequently reach a considerable 
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size. In their growth they cause clinical symptoms 
which have nothing to do with the hj$tologic nature 
of their cells but which result from compression and 
destruction. Even when small, these tumors which 
do not secrete hormones destroy the secreting cells, 
and thereby cause glandular hyposecretion which re- 
sults in amenorrhea in the female and impotence in 
the male, dry skin, and low basal metabolism. 

The author reports 2 cases of giant tumor of the 
hypophysis: one of chromophobe adenoma with 
Simmond’s syndrome, the other of acidophil adeno- 
ma with acromegaly. Neither patient presented the 
deceptive symptomatology mentioned by Carrillo, 
White, and Warren. The tumors weighed 77 and 
146 gm., respectively, and it is interesting to note 
that the chromophobe adenoma, which easily at- 
tains a considerable size, was smaller than the acido- 
phil adenoma, which generally remains small. In 
addition, the great volume of the chromophile adeno- 
ma was not due to malignant degeneration. Morpho- 
logic examination of the 2 tumors revealed hemor- 
rhagic foci distending the mass and demonstrating _ 
the direct cause of death of the 2 patients. 

RicHARD KEMEL, M.D. 


Frontonasal Encephalomeningocele Corrected by 
Meningeal and Bony Plastic Procedure (En- 
céphaloméningocéle frontonasale guérie a! plasties 
méningée et osseuse). G. LAzortHEs, F. DEODATI, 
and P. Face. Presse méd., 1949, 59: 3. 


The authors have previously reviewed the various 
types of encephalomeningoceles and have discussed 
briefly the pathogenesis of this cranial deformity 
which they believe is due to a simple agenesis of the 
bone at certain predominant suture lines. They note 
that it is commonest at the lambda and bregma, but 
from reports of other authors it occurs also in the 
parietal, nasal, nasopharyngeal, and orbital regions. 

They report in some detail their one experience 
with a 2 year old child who had a progressively in- 
creasing lesion of the soft tissues between the eyes 
over the base of the nose, due to an encephalomen- 
ingocele through the anterior ethmoidal region, with 
a defect in the frontal bone in the midline and at its 
junction with the nasal bones. Through a bifrontal 
osteoplastic flap, they found the right frontal pole 
herniated out into the subcutaneous levels. The 
contained brain, broadly pediculated, was tran- 
sected and left in place so as not to open the nasal 
fossae into the intracranial spaces. The dura mater 
was closed with amniotic membrane and the bony 
defect closed by a 5 cm. long piece of rib removed 
from the child’s mother. This bone was placed below 
in the ethmoidal plate. Recovery was prompt and 
rapid with a general improvement in the patient’s 
condition. Joun Martin, M.D. 


Glossopharyngeal Neuralgia: Extracranial Neurec- 
tomy. JoHn T. Morrison. Brit. J. Surg., 1948, 36: 
208. 


Theoretically, extracranial avulsion of the ninth 
nerve should give merely transient relief of glosso- 
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pharyngeal neuralgia, whereas intracranial pre- 
ganglionic section of the nerve affords permanent 
relief. The author cites the cases of 2 patients of 
his colleague, Professor Herbert Williams, who had 
termination of pain for 8 and 10 years respec- 
tively after performance of the former procedure. 
For this reason, and the fact that most individuals 
suffering from this malady are quite elderly, the 
extracranial approach is believed worthy of con- 
sideration. 

The incision is started behind the mastoid process 
and curved forward toward the hyoid bone with a 
slight convexity downward. A partial section of the 
sternocleidomastoid muscle may be performed with 
exposure of the spinal accessory nerve. The posteri- 
or belly of the digastric muscle and the external 
carotid artery, which lies deep to it, are retracted 
forward and upward. The styloid process may be 
palpated posteriorly, and, if long, may be cracked 
to enable better exposure. Upward traction on the 
digastric muscle and nearby structures may cause 
pressure on the lowest branch of the seventh nerve 
with occasional temporary paresis. 

The spinal accessory nerve should be traced over 
the internal jugular vein to the point at which it 
disappears into a well defined fascial layer, an up- 
ward prolongation of the carotid sheath which is 
firmly attached to the outer edge of the jugular fora- 
men. Incision of the fascia over the nerve leads one 
directly to the jugular foramen where the ninth, 
tenth, and eleventh nerves emerge. For better ex- 
posure it is occasionally necessary to divide the 


small inferior petrosal sinus where it joins the in- 
ternal jugular vein, about an inch below the fora- 


men. The glossopharyngeal is the smallest and 
most anterior nerve running forward across the in- 
ternal carotid artery. It is grasped with a forceps, 
divided, and avulsed proximally by continuous trac- 
tion. Avulsion of the nerve causes anesthesia of 
the tonsil, fauces, and posterior portion of the 
tongue, and some interference with the swallowing 
reflex. 

The author cites a case in which this procedure 
was performed on a 66 year old white female. On 
the day after operation she had severe pain in the 
neighborhood of the ear, which was believed to be 
due to central stimulation of the area from which 
the nerve was torn. Likewise there was trivial dis- 
comfort felt in front of and behind the ear for a few 
days, but this gradually diminished. It was thought 
that these symptoms were probably due to stimula- 
tion of the auricular branch of the vagus which 
connects with the petrous ganglion. Since approxi- 
mately an inch of nerve was avulsed from the jugular 
foramen it is difficult to see how this could be done 
without likewise avulsing the jugular and petrous 
ganglia which lie in and just above the foramen. 
Thus the author believes that this type of avulsion 
actually causes preganglionic section of the fibers, 
and is most likely the reason for the prolonged 
relief of the neuralgia. 

RicHArRD C. SCHNEIDER, M.D. 
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SPINAL CORD AND ITS COVERINGS 


Tumors of the Spinal Cord. R. N. Cooper. Ind. J. 
Surg., 1948, 10: 321. 

The author reviews the principles of diagnosis of 
spinal cord tumors, including clinical, mechanical, 
chemical, and roentgen ray methods. 

A classification of tumors of the spinal cord is 
presented, and the treatment and prognosis are 
discussed. Howarp A. Brown, M.D. 


The End Results of Operations for Intrathecal Ex- 
tramedullary Spinal Tumors, with a Report of 
9 Patients Whose Tumors were Removed 14 to 
22 Years Previously. LAMBERT Rocers. Austral. 
N. Zealand J. Surg., 1948, 18: 119. 


The author presents a follow-up study on 9 pa- 
tients who had been operated upon for intrathecal 
extramedullary spinal tumors 14 to 22 years previ- 
ously. Six of the group had meningiomas and 3 had 
neurinomas. In none of the group was there recur- 
rence of the tumor, but it was necessary to reoperate 
upon one of these patients because of pain from in- 
tercostal neuralgia. At operation this patient was 
found to have arachnoiditis. After separation of ad- 
hesions there was relief of the symptoms. 

It is concluded that the outlook is good if pressure 
from these tumors has not compressed the cord be- 
yond the point of recovery of its conduction. From 
various recorded series, it would seem that results 
following the removal of spinal neurinomas are par- 
ticularly favorable, whereas results following the 
removal of meningiomas are less satisfactory be- 
cause of the danger of recurrence, or the occurrence 
of local arachnoiditis at the operative site. To pre- 
vent these complications it is advisable to excise a 
sufficient area of dura mater at the base of the men- 
ingioma. Ricuarp C. ScHNEIDER, M.D. 


Considerations Based on a Statistical Study of 
Spinal Cord Surgery; 113 Observations (Ré- 
flexions sur une statistique de chirurgie médullaire; 
113 Observations). PIERRE WERTHEIMER and 
Sautor. Rev. chir., Par., 1948, 67: 321. 


The authors review 113 operations for spinal cord 
disease, not including cordotomies, myelotomies, or 
rhizotomies. Their studies do not include surgery 
of the lumbosciatic syndrome. 

Nineteen of these patients had intramedullary 
tumors, 33 had intradural and extramedullary tumors, 
and 18 had extradural tumors. Twenty-two patients 
had recent or old spinal cord injuries such as wounds 
or contusions of the cord, traumatic arachnoiditis, 
compressions, and so forth. There were, in addition, 
2 cases of syringomyelia, 1 case of hematomyelia, 7 
cases of nontraumatic arachnoiditis, and 5 cases of 
acute or chronic subdural inflammatory lesions. 

In this group there was a total mortality of 26 per 
cent up to several months after surgical intervention. 
The authors state that follow-up observation of the 
motor, sensory, sphincter, and trophic condition of 
patients after they have left the hospital is a very 
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difficult task and makes documentation of the results 
of spinal cord surgery very difficult in those very 
patients who do have the best operative results, since 
they live to leave the hospital and return to their 
normal surroundings. 

Obviously, the poorest results are in those patients 
who have glioma of the spinal cord, in whom the 
mortality rate was 40 per cent. The mortality rate 
was only ro per cent for subdural tumors and 20 per 
cent for extradural lesions. 

The authors have found the generous use of whole 
blood very useful in’ the postoperative care of 
patients. They emphasize, particularly, that the 
earliest possible surgical intervention is important 
in patients with a surgical lesion of the spinal cord. 
Without doubt, the nature of the functional results 
does depend on the nature of the lesion, its anatomic 
site, the actual chance which its intrinsic nature 
offers for complete removal, the age of the person, 
and particularly the length of time which compression 
has been in effect. They have found that (in addition 
to a case history and the findings of lumbar puncture) 
lipiodol myelography has allowed earlier and more 
accurate diagnosis, thus leading to the desired earlier 
operation. Joun Martin, M.D. 


PERIPHERAL NERVES 


Electrodiagnosis of Lesions of Peripheral Nerves in 
Man. Lewis J. Pottockx, James G. GOLsETH, 
FRANK MaAyFIELD, ALEX J. Arrerr, and Y. T. 
OrsTER. Arch. Neur. Psychiat., Chic., 1948, 60: 1. 


The authors attempt to describe the characteris- 
tics of response of muscle to all stimuli studied, and 
to define a formula for normal, degenerative, dener- 
vated, regenerating, and recovered states of muscles. 

One-hundred per cent neurotization time is de- 
fined as the percentage or multiple based on a, rate of 
regrowth of 5 mm. a day. 

The authors continue to define galvanic, progres- 
sive, and faradic currents, and rheobase. They 
discuss galvanic anodal and cathodal opening and 
closing stimuli, as well as galvanic tetanus ratio, 
strength-duration currents, chronaxia, Pflueger’s 
law, and the reaction of degeneration. 

Their conclusions concerning the characteristic 
response to various stimuli in the several states may 
be broadly summarized as follows: 

Normal. Chronaxia a fraction of a millisecond; 
rheobase ratio greater than 1; tetanus ratio of 3.2 to 
9.5; a continuous strength-duration curve; response 
to faradic stimuli; and slight facilitation. 

Denervation. Chronaxia greater than 15 milli- 
seconds; rheobase ratio of 1 or less; tetanus ratio of 1; 
continuous strength-duration curve; no response to 
faradic stimuli; and pronounced facilitation. 

Early degeneration. A high tetanus ratio at a 
time before regeneration could have occurred, fol- 
lowed later by a tetanus ratio of 1. 

Early regeneration. A high tetanus ratio; increase 
of rheobase and, occasionally, shortening of chro- 
naxia. 


Maturation. A chronaxia of 15 milliseconds or 
less; a high tetanus ratio; response to faradism; and 
a flat curve to repetitive stimuli. 

Partial lesion. Chronaxia of less than 15 milli- 
seconds; tetanus ratio of about 2 at a time less than 
Ioo per cent neurotization, but after complete 
denervation should have occurred; a reaction to 
faradic stimulation and a flat strength-interval curve 
may likewise be noted. Howarp A. Brown, M.D. 


The Painful Sequelae of Injuries to Peripheral 
Nerves. S. SUNDERLAND and M. KeELty. Austral. 
N. Zealand J. Surg., 1948, 18: 75. 


The authors present an excellent review of painful 
symptoms following peripheral nerve injuries. A 
complete bibliography is appended. 

The various sources of pain in these injuries are 
listed. Causalgia is defined as severe pain in an ex- 
tremity, which has persisted for at least 5 weeks 
after the receipt of injury to a nerve trunk. Ex- 
amination of 339 peripheral nerve injuries in 301 
patients revealed that only 34 patients, all of whom 
had sustained war injuries, met the criteria of causal- 
gia after the exclusion of all doubtful cases. The 
case histories of all these individuals are given in 
detail. The periods of follow-up ranged from 2 to 5 
years. 

The clinical features of the pain are described. 
The quality of the pain is evaluated and an attempt 
is made to determine what influence physical meas- 
ures played in its relief. In all cases the pain was 
noted in the hand or foot and involved the distribu- 
tion of the injured nerve. When the causalgia ac- 
companied complete interruption of conduction it 
was referred to the denervated area. It is pointed 
out that areas of returning sensation are hyperal- 
gesic, but in causalgic individuals the pain is of a 
greater degree, more persistent, and covers a much 
greater area than that of the injured nerve. In most 
individuals the onset of pain was shortly after in- 
jury, within 24 hours to a week. The pain could be 
increased by any increase in activity of the limb or 
any stimulation of activity of the central nervous 
system. In about half the patients the causalgia 
became bearable in 4 or 5 months, while most of the 
remaining patients lost their discomfort in a year. 

In a large majority of the patients with causalgia 
there was involvement of the brachial plexus, sciatic 
nerve, and median nerve. Their susceptibility to 
this type of pain is due to the fact that these trunks 
carry the bulk of sensory and sympathetic fibers to 
the limbs. The relationship of causalgia to the site 
of injury, the type of wound, the etiologic agent, 
trophic changes, injuries to associated tissues, and 
the psychogenic component are all reviewed. The 
indications of sympathetic involvement, such as 
sweating and flushing of the extremities, and the 
results following sympathectomy are described com- 
pletely. 

Anatomical and physiological concepts are pre- 
sented, with special reference to the pain pathways 
and the presumed alterations in them caused by 
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injury. The effects of injury to the cell body, neuron, 
and the central nervous system are discussed, and 
the importance of antidromic conduction i is empha- 
sized. 

The results of surgical treatment are tabulated 
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took place within 52 to 72 days after the anastomosis. 
Studies on cadavers convinced the author that this 
procedure may be employed in man without danger 
and without great technical difficulties. 

Josep K. Narat, M.D. 


under the headings of nerve block, neurolysis, nu-- — 


rotomy, amputation, posterior rhizotomy, chordot- 
omy, ablation of the sensory cortex, and sympa- 
thectomy. It is speculated that the success of the 
last procedure is due to a modification of the dis- 
ordered pattern of internuncial neuronal activity in 
the spinal cord.’ 

Inasmuch as most cases of causalgia undergo 
spontaneous cure, the authors believe that surgery 
should be reserved for the stubbornly persistent 
cases, and that preganglionic sympathectomy is 
definitely the procedure of choice if operation is 
undertaken. RicHarp C. ScHNEIDER, M.D. 


Experimental and Anatomosurgical Study of Anas- 
tomosis of Phrenic and Recurrent Nerves for 
Treatment of Traumatic Lesions of the In- 
ferior Laryngeal Nerve (Ricerche sperimentali ed 
anatomochirurgiche sulla anastomosi frenicoricorren- 
te nella terapia delle lesioni traumatiche del nervo 
laringeo +e RENzO VERNETTI. Arch. ital. chir., 
1948, 70: 363. 

An end-to-end anastomosis of the proximal end of 
the phrenic and the distal end of the recurrent nerve 
was performed by the author on 5 dogs. In 2 dogs 
the anastomosis was performed immediately follow- 
ing a trauma of the inferior laryngeal nerve—in 1 
dog 20 days, in 1 dog 40 days, and in 1 dog 60 days 
after such injury. After the anastomosis, the paresis 
and atrophy of the vocal cord diappeared in all ani- 
mals and the mobility of the corresponding side of 
the larynx was restored. A complete restitution of 
movements of the vocal cord and the hemicartilage 


Personal Experiences with the Surgical Treatment 

: of Essential Hypertension (Uber die chirurgische 
Behandlung der essentiellen Hypertonie auf Grund 
eigener Erfahrungen). W. BRUNNER. Helvet. chir. 
acta, 1948, 15: 307. 

The author presents 10 cases of hypertension in 
patients who were operated upon at the Zurich Uni- 
versity Clinics. Supradiaphragmatic sympathec- 
tomy with splanchnicectomy was performed in 6 
cases and thoracolumbar sympathectomy with 
splanchnicectomy in 4 cases. In this group of pa- 
tients, who were between the ages of 41 and 6s, there 
were 2 with nephrosclerosis, 2 with cardiac insuffi- 
ciency, and 1 patient who had had two apoplectic 
attacks. Four of the patients who underwent supra- 
diaphragmatic sympathectomy had a recurrence of 
their hypertension and associated symptoms within 
8 months after operation. Those who had thoraco- 
lumbar sympathectomies showed better and more 
permanent results. 

The results depend to a large extent on the 
anatomical changes that have taken place in the 
peripheral vessels, on the presence of hypertonic 
substances in the blood, and on the degree of the 
heart and kidney damage. Good results were ob- 
tained in the patients who responded preoperatively 
with a drop in blood pressure from paravertebral or 
splanchic blocks or reacted to the sympathicolytic 
drug, dibenamin. Age, old encephalopathy, or car- 
diac enlargement were not considered as contraindi- 
cations for the surgical treatment of malignant hy- 
pertension. GrorGE PERRET, M.D. 
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CHEST WALL AND BREAST 


Plasma-Cell Mastitis. Max Cutter. Brit. M. J., 
1949, I: 94. 

Since plasma-cell mastitis was first described by 
Cutler and Cheatle in 1931, fewer than 50 cases 
have been reported. Despite its rarity, its im- 
portance in the differential diagnosis of carcinoma 
of the breast warrants emphasis. 

Plasma-cell mastitis has a sudden onset with pain, 
tenderness, and redness of the skin. It usually occurs 
in a nonlactating breast. At first the entire breast is 
swollen and there is painful axillary lymphadeno- 
pathy. Fever, sometimes accompanied by chills, is 
usually present. A creamy discharge from the nipple 
is not uncommon. The acute symptoms soon sub- 
side and the process enters the subacute stage. Here 
pain and tenderness have diminished and the swelling 
of the breast has decreased often leaving a diffuse 
nodularity. When all acute and subacute signs of 
inflammation have ceased there remains a discrete, 
hard, solid, residual mass with attachment to the 
overlying skin. Nipple retraction may exist. The 
axillary nodes are enlarged and firm. The breast 
presents the classical signs of carcinoma and it is only 
by eliciting the history of the previous inflammatory 
episode that the correct diagnosis can be established 
and the patient saved from a radical mastectomy. 

Grossly the breast involved by plasma-cell mastitis 


reveals numerous dilated ducts and minute cysts 
which under pressure exude thick, creamy material. 
The fibrous and epithelial elements are indurated 
with radiating strands of dense, translucent, fibrous, 
connective tissue. In some portions there may be 
soft, semi-necrotic, gray areas, and xanthomatous 


foci. The induration and resistance of the tissue 
simulate carcinoma, but even in the most dense por- 
tions the classical cicatrices and chalky appearance 
characteristic of carcinoma are not present. In addi- 
tion the process is diffuse and does not form a de- 
finable tumor. i 

When viewed microscopically, one sees an acute 
and subacute exudative inflammation with abundant 
lymphocytes, plasma cells, and leucocytes. The 
process is diffuse, involving both the glandular and 
the interstitial tissues. The exudate is particularly 
prominent about the ducts and acini where the cel- 
lular reaction may consist almost entirely of plasma 
cells. Foreign body giant cells may be encountered. 
Dilated ducts are filled with, and distended by, 
desquamated epithelial débris. 

The diagnosis is comparatively simple if the pa- 
tient is seen in the acute or subacute phases. Re- 
peated examinations will determine whether the 
disease is progressing or regressing and this is the 
most important single factor in differential diagnosis. 
Plasma-cell mastitis must be differentiated from 
inflammatory carcinoma, diffuse duct carcinoma, and 


traumatic mastitis. The initial stages of plasma- 
cell mastitis resemble those in inflammatory carci- 
noma; however, in the latter, carcinomatous inva- 
sion of the subdermal lymphatics gives rise to an 
irregular, ridgelike thickening of the skin not present 
in plasma-cell mastitis. Diffuse duct carcinoma re- 
sembles plasma-cell mastitis, but it is steadily 
progressive while the other is steadily regressive. 
Traumatic mastitis is easily differentiated by the 
history of trauma. 

There are two pitfalls in microscopic interpreta- 
tion, and both apply especially to examination of 
frozen sections in which fixation is usually inade- 
quate. The epithelial hyperplasia often appears to 
have invaded structures outside their normal bound- 
aries. Plasma cells may be so large and edematous 
that they resemble anaplastic malignant epithelial 
cells. Clinical evidence does notsupport the idea that 
plasma-cell mastitis is a premalignant condition. 
The best treatment is biopsy and, after the diagnosis 
is established, local excision or simple mastectory. 
Irradiation should be used during the acute and 
— stages, followed by surgery in the chronic 

ase. 

‘ A. 37 year old woman told of having pain, for a 
period of two weeks, in the right nipple accompanied 
by swelling and tenderness of the right breast. 
Examination disclosed an enlarged breast with a 
firm, solid, movable mass about 8 cm. in diameter 
attached to the overlying skin. Several enlarged 
movable lymph nodes were present in the axiila. 
The diagnosis of diffuse duct carcinoma was made 
and irradiation was prescribed because of the 
probability of inflammatory carcinoma. Several days 
after the completion of treatment rapid regression 
of the tumor began. This suggested the likelihood 
of plasma-cell mastitis, a diagnosis confirmed by 
biopsy. A simple mastectomy was performed. 

Almost 7 years later the patient complained of 
pain, tenderness, and nodularity in the left breast 
recurring periodically at monthly intervals. Exami- 
nation of the left breast revealed it to be enlarged, 
tender, and the seat of diffuse nodularity. A local 
excision was done 7 years after the onset of symptoms 
in the left breast. This is believed to be the only 
recorded instance of involvement of both breasts 
by plasma-cell mastitis. 

C. FREDERICK KittLe, M.D. 


Multilocular Hematoma of the Mammary Gland 
(Hématome mammaire a foyers multiples). R. LE- 
Roux, A. AME‘INE, and P. GAUTHIER-VILLARS. 
Presse méd., 1949, No. 2: 24. 


The author reports the case of a woman, 52 years 
of age, who, 2% years after the menopause, suddenly 
experienced violent pains in the left breast during 
the night. After a few hours, blood extravasations 
appeared on the skin. 
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Examination revealed a mass at the superior medi- 
al quadrant. The blood picture was normal. The 
mass was excised, and histologic examination re- 
vealed numerous hemorrhages in the subcutaneous 
fat tissue. The pathogenesis of this condition re- 
mained unexplained. WERNER M. Sotmitz, M.D. 


Statistical Studies on the Role of Histology in the 
Postoperative Prognosis of Mammary Carci- 
noma (Précisions statistiques sur le réle de l’histo- 
logie dans le pronostic post-opératoire du cancer du 
sein). G. Gricourorr, M. FAUTREL, J.-M. FAVERGE, 
and J. Arzur. Presse méd., 1949, 57: 118. 


A series of 281 patients with mammary carcinoma 
who were subjected to operation was divided into 
four groups according to the degree of malignancy 
found on histological examination. The mortality 
rate 5 years after surgery was: 25 per cent in degree 
I, 50 per cent in degree 2, 66 per cent in degree 3, 
and 85 per cent in degree 4. 

In order to prove that the differences between the 
four categories were not a matter of chance, and to 
show the dependability of prognoses based on histo- 
logical studies, the authors analyzed the figures by 
means of modern mathematics (the asymptotic 
method of y? and the exact method by calculus P). 

The same methods were applied to the figures 
concerning the size of the tumors and the degree of 
lymph node invasion. WERNER M. Sotmrtz, M.D. 


Edema of the Upper Extremity in Mammary Can- 
cer (O edema do membro superior no cancro da 
mama). MARIA FERNANDA MARQUES and SuzANA 
C&zaR. Arg. pat., 1948, 20: 1. 


In a statistical review of 3,491 cases of mammary 
carcinoma the authors found 275 cases of edema of 
the upper extremity. Of the 3,491 patients 1,592 
were not operated upon; of the 1,899 remaining, 
1,115 were operated upon on the service of the Por- 
tuguese Institute of Oncology and 784 elsewhere. 
Among the patients who were operated upon, there 
were 210 with edema, including 65 operated upon in 
the service and 145 operated upon elsewhere; the 
remaining 65 cases of edema occurred in the 1,592 
patients who were not operated upon. 

According to the present concepts concerning lo- 
calized edema, the simple fact of obstruction of a 
vessel, even an important one, does not suffice to 
produce edema, and various factors relegate vascular 
obstruction to a secondary place. It seems that the 
changes in the central or peripheral, and, above all, 
in the vasomotor nervous system, and the endo- 
thelial changes must be conceded first place. Or- 
ganic debility is perhaps an adjuvant factor of some 
importance. 

It has been noted that the adenopathies which de- 
veloped after operation were more often accompa- 
nied by edema than those which developed with the 
tumor although the latter were much larger than 
the former. 

The authors report a number of cases. In some 
patients who were not operated upon, the appear- 
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ance of the edema coincided with the development 
of the glandular masses. Among the patients in 
whom the edema appeared without the presence of 
palpable glands following operation or not, there 
were some in whom there was no known or pre- 
sumable cause for it, and others in whom the edema 
coincided with the cancerous lymphangitis of the 
skin of the mammary region after operation or of the 
breast itself, in the absence of operation. In con- 
trast to the cases in which cutaneous lymphangitis 
seemed alone to be responsible for the edema, there 
were others in which lymphangitis associated with 
axillary and supraclavicular adenopathies had not 
caused edema. 

At the Institute radium has been applied next to 
the axillary vein after operation since 1937, and 
this direct irradiation of the vessels without inter- 
position of tissue or other protection except filtration 
has never caused edema. Roentgen therapy given 
in varying dosage and with various techniques has 
never had any influence on the appearance of edema, 
but has sometimes aided in its disappearance or re- 
duction. Finally, the histologic examination of spec- 
imens obtained at operation has not led to any con- 
clusion concerning the relationship between the kind 
of tumor and the frequency of edema. 

From another point of view, a case is reported 
that shows the connection of edema with inter- 
current erysipelas, while other types of intercurrent 
infection (ulcerated and infected lesions of the breast 
or axillary space) have not caused edema, and nei- 
ther have other types of postoperative infection. 

The authors believe that they cannot draw any 
conclusion from their review of this series of cases 
of edema of the upper extremity in mammary cancer. 
If in one case the etiology could seemingly be es- 
tablished on some fact or detail, another identical 
case soon occurred to prove the error of this as- 
sumption. RicHarD Kemet, M.D. 


Adenocarcinoma of the Axillary Lymph Nodes With- 
out Demonstrable Breast Lesion (Adenocarci- 
noma en ganglio axilar sin lesi6n mamaria mani- 
fiesta). JUAN WESTERMEYER K. Rev. méd. Chile 
1948, 76: 617. 

The author presents 6 cases (1 personal case and 
5 cases collected from the experience of his col- 
leagues) in which an axillary mass was the presenting 
complaint. Biopsy showed this mass to be a meta- 
static adenocarcinoma of axillary lymph nodes. No 
lesion could be detected in the corresponding breast. 
In one case a benign fibroadenoma was found in the 
opposite breast. 

The 6 patients were women between 38 and 78 
years of age. In 3 patients a primary breast lesion 
developed in from 3 to 20 months following observ- 
ance of the axillary tumor, and a radical mastectomy 
was performed. The other 3 patients have gone 8 
to 16 months without evidence of a breast lesion, 
but 2 of them have undergone irradiation. 

Although various explanations for the occurrence 
of a metastatic axillary adenocarcinoma are pre- 
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sented, the assumption must be that the primary 
lesion lies in the corresponding breast, and it is be- 
lieved that radical surgical treatment is in order at 
the time the axillary tumor is recognized if other 
tumors capable of producing axillary metastases can 
be reasonably well excluded. 

Hiram T. Lancston, M.D. 


The Influence of Pregnancy on Cancer of the Breast. 
BARNEY Brooks and JAmEs N. Prorritr. Surgery, 
1949, 25: I. 

The question of the influence of pregnancy on can- 
cers of the breast arose because of serious questioning 
of the senior author’s advice that there was no con- 
traindication to pregnancy in a 35-year-old woman 
who had had a radical breast resection for cancer 
without metastasis. This questioning prompted a 
review of the literature and of the experience at the 
Vanderbilt University Hospital, Nashville, Tennes- 
see, during the past 22 years concerning the effect of 
pregnancy on existing cancer of the breast, and the 
production of cancer in the second breast when one 
had been removed prior to the pregnancy. 

From October 1, 1925, to January 1, 1948, 395 
patients were operated upon for breast cancer in the 
Vanderbilt University Hospital. One-hundred and 
twenty-three were less than 46 years of age and were 
arbitrarily considered to be in the child-bearing age; 
these were the subjects of this study. Seventy were 
operated upon more than 5 years previously and 
44 less than 5 years previously. 

The results following radical amputation on pa- 
tients observed 5 or more years after operation are 
shown in Table I. 

It is of passing interest that of all patients seen 80 
per cent were operable and were subjected to radical 
mastectomy, and that of this group 4o had either 
gross or microscopic axillary metastases, while 23 
patients had neither gross nor microscopic axillary 
metastasis. 

Six patients, between 21 and 39 years of age, were 
either pregnant or lactating when the carcinoma was 
discovered (3 of each). Two had been subjected to 
radical mastectomy and 4 to simple mastectomy. All 
had gross axillary metastases. All but 1 of the 
patient were dead in less than 2 years; the 1 who 
is living and well has had a 15% year cure. 
(Geschickter, in 1945, stated that he could find no 
reported cure of cancer of the breast operated on 
during pregnancy.) 


TABLE I 


Percentage 
apparen 
cured 


Group 1 No axillary metastasis 


Group 2 Microscopic metastases 


Gross axillary metastases (in- 


Group 3 J ( 
cluding 7 simple mastectomies) 


Group 4 Distant metastases 
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Since 5 of these 6 patients died within 2 years fol- 
lowing the operation, the belief that pregnancy pro- 
motes the rapidity of growth of existing mammary 
cancer is supported. 

Five patients became pregnant after radical ampu- 
tation of a breast for cancer, and these have been 
followed up from 9 months to 6 years. Four had no 
axillary metastases; the 1 patient with axillary meta- 
stasis died approximately 1 year following operation. 
None has developed primary or recurrent cancer in 
the remaining breast. 

A study of the influence of pregnancy on the caus- 
ation of mammary cancer by Miss Lane-Claypon 
from the records of twelve leading hospitals in Great 
Britain (1926) has disclosed a definitely greater fre- 
quency of breast cancer in women who were never 
pregnant. Peller, however (1940), found breast can- 
cer equally frequent in women who were never preg- 
nant and in those who had been pregnant, although 
when only women having borne children were con- 
sidered the frequency of breast cancers was in in- 
verse proportion to the number of children borne; 
that is, breast cancer occurred more often in women 
having 1 pregnancy than in women having borne 
several children. Kilgore (1929) found that a woman 
is three or four times more likely to have cancer in a 
remaining breast than is a woman with two normal 
breasts. Warren and Gates in an extensive study of 
multiple primary malignant tumors (1932) found 
only 47 instances in which there was evidence of the 
independent origin of cancer in both breasts. 

Certainly the evidence shows that following mas- 
tectomy the second breast is subject to cancer in the 
same frequency as is the breast of a normal woman 
of the same age, and there is some evidence that 
cancer is more likely to develop in the second breast 
of a woman than in a breast of a woman who has 
never had breast cancer. FRANK B. QuEEN, M.D. 


Radical Mastectomy. Victor Rwpett. Brit. J. Surg., 
1948, 36: 113. 

This article does not introduce any new concepts 
in the surgical management of cancer of the breast, 
nor does it violate any of the principles of surgical 
pathology upon which radical mastectomy was 
founded and upon which it has stood the test of 
time. Emphasis is placed upon several of the factors 
which influence the prognosis, morbidity, and 
mortality. 

The author obtains a biopsy of a suspicious breast 
tumor by entering directly into the mass through 
an incision in the skin immediately over it. The 
growth is not excised to examine it as this involves 
the opening up of large veins on the periphery by 
way of which metastases may be disseminated even 
if diathermy is used for the excision. The center of 
a hard growth is almost avascular so that the chances 
of dissemination are reduced to a minimum by this 
method. 

Diathermy should be used with particular caution. 
The author believes that its use provides the most 
common cause for flap necrosis. No doubt it oc- 
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casionally interferes with the blood supply of the 
flaps. If carelessly used for coagulation it can cause 
tissue necrosis, which in turn produces an exuda- 
tion of serum and an increased liability to sepsis. 

There should be no hesitation in sacrificing the 
nerve to the latissimus dorsi muscle if there is any 
question of its impeding the thoroughness of the 
block dissection of the axilla. There are occasions 
when there appear to be no enlarged lymph nodes 
and no visibly malignant tissue, and in these cir- 
cumstances the nerve to the latissimus dorsi muscle 
should be isolated and preserved as deliberately as 
it should be removed in more advanced cases. 
the nerve is sacrificed, little or no disability has been 
noted in these patients as compared with control 
cases and with the opposite side. 

The area of skin available for fashioning the flaps 
must be planned in advance. A defect remaining at 
the end of the operation between the edges of the 
flaps has two disadvantages in that it can heal only 
by the aid of a skin graft or by granulations and scar 
tissue which form a patch vulnerable to subsequent 
postoperative therapy. The more serious disadvan- 
tage is that healing is often protracted so that the 
start of postoperative therapy is delayed to a point 
where its usefulness is open to question. 

The technique of radical mastectomy is reviewed 
by the author in an attempt to place emphasis on 
the thoroughness of the procedure rather than on 
any special variation in the manner of its perform- 
ance otherwise. The prevention of blood loss is of 
paramount importance. Of especial interest to 
American surgeons is the author’s insistence that 
the medial flap should not be elevated until late in 
the operation. Elevation of the medial flap to the 
border of the sternum involves division of the 
branches and tributaries of the internal mammary 
vessels in three separate situations; first, when the 
initial incision is made into the subcutaneous tis- 
sues; second, as the base of the flap is approached; 
and, third, when the pectoral muscles are removed. 
By delaying the elevation of the medial flap until 
the perforating branches of the internal mammary 
artery have been secured, bleeding is reduced and 
the flap can be raised avascularly; time is saved be- 
cause no vessels in the breast have to be ligated or 
coagulated, and few if any on the flap; and the vi- 
tality and warmth of the flap is preserved until the 
end of the operation. |§Orvitte F. Grimes, M. D. 


TRACHEA, LUNGS, AND PLEURA 


Thoracoplasty in the Treatment of Giant Tuber- 
culous Cavities (La toracoplastia en el tratamiento 
de las cavernas tuberculosas gigantes). JUAN CARLOS 
BarBERIS. Rev. méd. Rosario, 1948, 38: 657. 


The author regards the following technical con- 
ditions as necessary to obtain a good collapse in 
giant tuberculous cavities. 

1. In each surgical stage no more than three ribs 
should be resected to avoid shock or acute displace- 
ment of the mediastinum. 
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2. Not more than 2 (exceptionally 3) weeks. 
should be allowed between each operative stage to 
avoid early ossification which would prevent col- 
lapse of the cavity. 

3. Resection of the three first ribs, sometimes also 
of the fourth rib, must be complete; the other ribs 
must be disarticulated posteriorly and resected as 
far as necessary anteriorly, according to indication. 

4. The posterior disarticulation must be done 
without transversectomy to avoid elimination of the 
points of insertion of the intertransverse ligaments 
and muscles which would result in definitive scoliosis. 

5. Together with resection of the upper ribs, ex- 
trapleural pneumolysis must be performed to liberate 
the apex and a large part of the upper lobe, and to 
facilitate concentric retraction of the lung in cases 
in which the latter has not lost its elasticity. The 
formation of transudate in the created space a few 
hours after operation serves to push down the freed 
pulmonary stump in cases in which the lung has 
already lost its elasticity; for this reason, Barberis 
has never drained the extrapleural transudate but 
has relied on its action as a physiologic plombage. 

Generally, in a period of 45 days the author per- 
forms a subtotal thoracoplasty of eight ribs in four 
operative stages at intervals of 15 days. He uses 
minimal incisions located in the following regions: 
first stage, high, suprascapular; second stage, high 
posterior, in the upper interscapulovertebral zone; 
third stage, anterior, in the parasternal zone at the 
level of the second, third, and fourth ribs; and fourth 
stage, low posterior, in the lower interscapuloverte- 
bral zone. 

The author reports 18 cases in which he operated 
within the past 8 years without having to take re- 
course to other means of collapse. The results were: 
8 patients (44.5 per cent) apparently cured; 1 pa- 
tient (5.5 per cent) with a quiescent condition; 3 
patients (16.6 per cent), outcome unknown, but 2 of 
them were discharged with collapse of the cavity and 
negative results of examination for bacilli; 2 pa- 
tients (11.2 per cent) deceased (1 from hemoptysis 
before the fourth stage was done; the other from 
acute pneumopathy developing in 3 days, 3 years 
after the thoracoplasty had been done), and 4 pa- 
tients (22.2 per cent) operated upon less than 1 
year previously. RicHArD KEMEL, M.D. 


Studies in Lung semanas Lung Abscess and Bron- 
chial Carcinoma. R. C. Brock. Guy’s Hosp. 

Rep., Lond., 1948, 97: 4 

The association of a carcinoma with a lung abscess 
is sufficiently common to justify a separate con- 
sideration of the subject. In a series of 405 cases of 
lung abscess, bronchial carcinoma was the cause in 
56 instances, or 13.8 per cent. In 30 per cent of the 
185 patients in this series who were over 45 years of 
age, the abscesses were associated with a carcinoma. 

A lung abscess may be associated with, or caused 
by, a carcinoma in three ways: 

1. It may be due to a breakdown of the tumor 
itself (35 cases in this series of 56). 
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Fig. 1 (Brock). Diagrams to illustrate the ways of forma- 
tion of a lung abscess associated with a primary bronchial 
carcinoma. a, Primary abscess due to breaking-down 
growth. b, Secondary abscess occurring in obstructed in- 
fected lobe distal to a carcinoma. Often more than one ab- 


2. It may arise in an obstructed and infected part 
of the lung distal to the growth causing obstruction 
(17 cases). 

3. It may be caused by bronchial embolism or 
spill-over from the primary growth and may be 
situated in a different lobe from the primary causal 
growth, or even in the opposite lung (4 cases). 

When the abscess forms within the primary 
growth it may be called “primary”; when it is not 
part of the primary growth it should be described 
as “secondary.” 

The primary malignant lung abscess usually 
represents a circumscribed mass. It is predomi- 
nantly a squamous cell carcinoma. The size of the 
abscess cavity in proportion to the size of the whole 
mass varies considerably, but the thickness of the 
wall or, more specifically, the irregularity or nod- 
ularity of the cavity walls should assume an im- 
portant role in suggesting the correct etiology. 
Erosion of the overlying ribs is highly diagnostic of 
malignancy. 

In secondary abscess due to an obstructing bron- 
chial growth, the pathologic picture is principally 
one of diffuse septic pneumonitis with gross septic 
bronchiectasis. The demonstrable abscess cavity 
may actually be a hugely dilated single bronchus. 

In the spill-over types, the lung abscess represents 
an extension to another portion of lung (ipsilateral 
or even contralateral) of the septic process around 
a carcinoma, the latter often occurring in a segmental 
bronchus. 

In the 56 cases reviewed, the left upper lobe was 
the predilected site for malignant abscess. 

The onset may be insidious, accompanied by 
cough and a steady decline in general health; the 
condition is recognized as a lung abscess principally 
on its roentgenographic appearance, the septic fea- 
tures of the usual abscess being slight or intermit- 
tent. This is often the case in the primary type of 
malignant abscess. 

In the secondary malignant abscess, even though 
the onset may be insidious, the septic features of 
the abscess predominate and include copious spu- 


c d 
scess is present. c, Secondary abscess in various sites 
caused by spill-over infection from a primary carcinoma in 
the left upper lobe. d, Abscess in close association with a 
breaking-down growth also causing obstruction and in- 
fection of a loop in which secondary abscesses develop. 


tum, often truly foul. Varying amounts of pus and 
blood may be present in the sputum. 

The clinical picture may, of course, be inter- 
mediate between these limits. The accurate differ- 
entiation of a malignant from a nonmalignant ab- 
scess is not easy and is often impossible. 

The treatment for malignant abscess is surgical 
extirpation. External drainage of the abscess is 
rarely indicated because only rarely can it be a use- 
ful palliative approach and it never offers a chance 
of cure. Occasionally, external drainage may pro- 
vide the histologic proof of malignancy, and, when 
this occurs, resection should be undertaken unless 
a definite contraindication exists, when removal of 
the lung and the chest wall sinus should be done. 
A bold approach to the management of a lung ab- 
scess suspected of being associated with carcinoma 
is justified. 

This excellent article is illustrated by diagrams, 
roentgenograms, and photographs of specimens, 
and is accompanied by 4 case histories illustrating 
the points under discussion. 

Hiram T. Lancston, M.D. 


Ninety Abscesses of the Lung Treated by Bronchial 
Aspirations (90 Abcés du poumon traités par bron- 
choaspirations). J. M. Lemorne and Y. Rose. J. 
fr. med. chir. thorac., 1948, 2: 432. 


Ninety patients with pulmonary abscesses were 
treated by bronchial aspiration. Of these, 45 (50%) 
were regarded as being cured, 21 (33%) benefited, 
and 24 (27%) not benefited. The procedure is con- 
traindicated in seriously ill patients, those who are 
markedly debilitated, those with excessive expec- 
toration, and those with prolonged fever. 

The average duration of illness was 6 months. 
Among the go patients 75 were men and 15 women. 
Their ages were between 30 and 60 years. In 83 per 
cent of the men, the cause was undetermined; in 50 
per cent of the women it was traced to surgical in- 
tervention, aspirated foreign bodies, or puerperal 
fever. Sputum production varied between 50 and 
600 c.c. per 24 hours. Roentgenologically, 65 of the 
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patients showed a distinct cavity with surrounding 
opacity, 10 revealed an isolated cavity without not- 
able density, and 15 revealed merely pulmonary 
density without cavitation. Eighty-four cases were 
unilateral, 56 being on the right side and 28 on the 
left. Forty-six were in the superior lobes (31 right, 
15 left), 34 were in the inferior lobes (21 right, 13 
left), and 4 in the middle lobes. 

Lipiodol bronchograms were not taken because 
of the danger of exacerbation and the persistence of 
lipiodol as a hindrance to further roentgenological 
studies. 

Bronchoscopic aspirations varied from 1 to 55 
with an average of 10 treatments in the cured and 
ameliorated cases. In 13 of the 45 cured patients, the 
roentgenograms following bronchoscopy were nor- 
mal; in 32 patients slight fibrosis was present. 

No apparent correlation was found between the 
extent of the disease, its duration, the size of the 
cavity, the fever present, the type and amount of 
sputum, and the prognosis for recovery when this 
method of treatment was used. 

Before the introduction of penicillin, most of the 
patients with pulmonary abscess were treated as 
those in the series presented here, especially when 
they were not suitable for surgery. Because of the 
encouraging results obtained in this group there may 
yet be a place for repeated bronchoscopic aspirations 
in the treatment of pulmonary abscess. 

C. FrepErRIcK KittLE, M.D. 


Refinement of Technique in the Cytologic Diagnosis 
of Tumors of the Bronchus (Précisions techniques 


sur le diagnostic cytologique des tumeurs bronch- 
iques). JACQUES DELARUE, JEAN Parttas, Y. BER- 
GEROT-BLONDEL, and Gracosi. J. fr. méd. chir. 
thorac., 1948 2: 501. 


For a period of several months the authors have 
been systematically applying the cytologic method 
in the diagnosis of bronchial tumor. This method is 
attempted only in those cases in which bronchoscopy 
is negative and the nature of the growth can not be 
determined by any other method. In their reported 
material, consisting of 41 cases, are 26 cases diag- 
nosed from a biopsy on specimens procured by bron- 
choscopy, and 17 cases diagnosed by the method of 
cytologic examination of the sputum, or of bronchial 
secretions. The secretions were procured by intro- 
ducing a sound or canula under bronchoscopic con- 
trol as far as possible into the involved bronchus, as de- 
termined roentgenologically, and procuring the ma- 
terial by scraping the bronchial walls. The sputum 
was utilized in 4 cases and the bronchial scrapings in 
13 cases. 

The usual technique on the sputum and secretions 
was to harden the mucous, mucopurulent, or even 
bloody material in 30 per cent formalin, imbed it in 
paraffin, and cut with a microtome. The thin sec- 
tions were then stained with hematoxylin-eosin and 
mounted as microscopic slides. 

The number of possible tumors which may have 
been missed by all techniques combined is, of course, 
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impossible to say because of the brief period of time 
elapsed; however, the percentages of positive results 
are not very different from those reported by other 
authors (Wandall, Herbut and Clerf, and Woolner 
and Macdonald) who have been working longer with 
the method and whose results have been verified by 
the subsequent development of metastasis or by 
autopsy. 

The authors consider that in the light of the im- 
proved techniques and better results, the previous 
attitude of condemnation of cytologic diagnosis of 
cancer of the bronchus will have to be revised. Two 
grave disadvantages of the method are admitted. 
The first is that the method will not succeed in the 
cases of enclosed tumors of the pulmonary periphery; 
these tumors are mainly adenomatous cancers and 
are just the neoplasms which are most amenable to 
surgical excision. The second disadvantage resides 
in the fact that the cytologic examination does not 
always permit of differentiating the histologic type of 
the cancer, whereas experience has led to the belief 
that the different types require different modes of 
treatment. Particularly is this seen in the small cell 
type of cancer which is more properly included in the 
sphere of irradiation therapy. 

All in all, however, the authors consider that the 
method of cytologic diagnosis of tumors of the bron- 
chus is an excellent one which should be applied sys- 
tematically in all cases in which the endoscopic 
methods have failed. 

In the discussion, Métras states his belief that the 
method of cytologic diagnosis is no more than one 
of probability, for in the chronic lesions of tubercu- 
losis perfectly superposable histologic appearances 
are encountered. 

Bérard thinks that when hemoptysis and atelecta- 
sis are present it would be dangerous to delay the 
treatment for the purpose of procuring a certain diag- 
nosis, since the case will prove to be one of cancer 9 
times out of 10. 

Monod asserts that in his experience the only 3 
year survivals have been patients who were operated 
upon without waiting for a certain preoperative 
diagnosis. 

Paillas concludes that, despite the assertions of 
Métras, the differentiation between cancer and non- 
cancer by this method should result in very few mis- 
takes. It is true that the polymorphism of certain 
cancers may provide difficulties; however, this diffi- 
culty exists chiefly between the adenomatous can- 
cers and the small cell cancers, never between the 
small cell cancer and the malpighian carcinoma. 

Joun W. BRENNAN, M.D. 


Bronchogenic Carcinoma of the Middle Lobe and 
Segmentary Bronchitis (Cancer bronchique du 
lobe moyen et bronchite segmentaire). E. CURTILLET 
and Portier. J. fr. méd. chir. thorac., 1948, 2: 422. 


The authors discuss the importance of suspecting 
bronchogenic carcinoma in cases of pneumonitis 
involving the middle lobe of the lung. The symp- 
tomatology illustrates the difficulty of deciding 
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whether or not such a process is a primary inflamma- 
tion or whether it is secondary to an obstruction of 
the lobe bronchus by tumor. 

The authors present the case history of a 58-year- 
old man whom they followed up for 9 months. A 
diagnosis of middle lobe bronchiectasis had been 
made before exploratory thoracotomy was done and 
endobronchial carcinoma found. The inaccessibility 
of such tumors to bronchoscopy is discussed as well 
as the indecisive picture presented by ordinary chest 
roentgenograms and lipiodol studies. Because of the 
high incidence of pulmonary carcinoma the authors 
advise early thoracotomy in instances of pneumoni- 
tis which do not respond quite readily to medical 
therapy. 

The surgery which they advise for bronchogenic 
cancer is that procedure which will completely re- 
move the neoplasm, whether it be lobectomy, double 
lobectomy, or pneumonectomy. 

C. FREDERICK KiTTLE, M.D. 


Covering of Lattice Lung and Residual Apical Pleu- 
ral Cavity by Transplantation of a Tube Pedicle 
Flap (Gitterlungenverschluss und Spitzenresthoeh- 
lenausheilung durch Rundstiellappendeckung). HEL- 
MutT GOEPEL. Chirurg, 1948, 19: 458. 


The author reports 2 cases of extensive lattice lung 
and residual apical pleural cavity resulting from gun- 
shot wounds which were successfully closed and 
healed by transplantation of a delayed, caterpillar 
type, tubed pedicle skin flap. In both cases the de- 
fect was located in the right infraclavicular region. 
The flap was prepared in the left flank, half of the 
flap being fashioned as a flap covering and half as a 
tube pedicle. The pedicle end was then transplanted 
to the dorsum of the left hand as an intermediate 
step. Before the final transplantation to the lattice 
lung field, the flap was completely freed from its 
parent bed and sutured back in place. About 3 
weeks later the scar surrounding the area and the 
surface of the lattice lung was freshened, epithelium 
and mucous membrane was removed from the sur- 
face, and the flap was sutured directly over the new, 
granulating bed. 

Healing in both cases occurred with a minimum 
of inflammatory reaction. A residual bronchial fis- 
tula was closed with the base of the pedicle freed 
from the hand after about 3 weeks. Later the middle 
portion of the pedicle was used to provide skin cover- 
ing for the surface of the residual cavity. In both 
cases the result was good. 

The advantages of the method are: (1) the skin 
flap is taken from a distant site, so that scar tissue 
about the site of the defect is avoided; (2) extensive 
operative procedures near the defect are eliminated; 
and (3) the disadvantages of muscle transplants 
are avoided. The author believes that it is better to 
dress the surface of the cavity with healthy skin than 
to try to fill the cavity with plastic material. In 
some cases a small recess into the cavity will remain, 
but the chronic infectious process will be eliminated. 

Joun L. Lrypgutst, M.D. 
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Indications for Pulmonary Resection with Special 
Reference to Extent of the Operation., Emir 
A. Nacterio, Am. J. Surg., 1949, 77: 140. 

Principles applying to the surgery of extrapul- 
monary tissues likewise govern the therapy of intra- 
thoracic diseases. In malignancies the entire organ 
together with its regional lymph nodes and inter- 
vening lymphatics is removed. Prompt intervention 
is an obligatory prerequisite for the optimal treat- 
ment of cancer. In consideration of inflammatory 
processes, surgical extirpation and drainage with as 
little disturbance of the normal structures as possible 
should be done. 

Removal of the entire lung or a portion is indicated 
when the tissue is so seriously diseased that its re- 
tention will either interfere with the well-being of 
the patient or cause his death. These indications 
may be conveniently classified as: 

1. Primary new growths of the lung 

a. Malignant 
Carcinoma 
(2) Sarcoma 
b. Nonmalignant 
2. Metastatic “solitary new growths” 
3. Chronic suppurative disease 
Bronchiectasis 
Lung abscess 
Gangrene of the lung 
Chronic pulmonary disease with varying 
degrees of atelectasis, pneumonitis, and 
abscess formation (which do not clearly 
fall into the classification of either bron- 
chiectasis or lung abscess) 
e. Chronic nonspecific pneumonitis 
Tuberculosis 
Fungus infections 
Pulmonary cysts 
a. Nonparasitic cysts and cystlike cavities 
(1) Congenital pulmonary cyst 
(2) Cystic bronchiectasis 
Epithelialized cavities following pul- 
monary suppuration 
(4) Pneumatocele (localized alveolar or 
lobular ectasia) 
(5) Emphysematous bullae 
(6) Pulmonary blebs 
b. Parasitic cysts 
(1) Echinococcic (hydatid) cyst 

7. Arteriovenous fistula 

8. Traumatic injuries 

A brief discussion of each clinical entity is given, 
emphasis being placed on diagnosis, prognosis, and 
indications for surgery. 

C. FrepErick Kittie, M.D. 
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HEART AND PERICARDIUM 


The Blalock-Taussig Operation for Morbus Coeru- 
leus. Maurice CAMPBELL. Guy’s Hosp. Rep., 
Lond., 1948, 97: 1. 

The steps that led to the development of the Bla- 
lock-Taussig operation for cyanotic congenital heart 
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disease are described. The fundamental requisite 
for success is that the cyanosis and disability should 
be mainly due to an inadequate blood flow to the 
lungs. 

The cases of the first 18 patients chosen at Guy’s 
Hospital and operated on by Blalock or by Brock are 
described. 

The main features for which these patients were 
selected were persistent cyanosis from infancy with 
polycythemia and clubbing of the fingers and severe 
disability on walking. On radioscopy the heart 
showed little or no general enlargement, although 
most of the patients had some enlargement of the 
right ventricle; there was no undue prominence in 
the pulmonary arc and no visible pulsation in the 
pulmonary branches. The heart was sabot-shaped 
in less than half of the patients. 

Most of them had a systolic murmur in the pul- 
monary area, often with a slight thrill. The pulmon- 
ary second sound was never much increased and was 
often diminished. None had a diastolic murmur. 
Also, most of the patients showed a preponderance 
of the right ventricle in the electrocardiogram with a 
large pointed P II wave. All were of normal mental 
development, but most were underweight. Squatting 
was noted in four-fifths of them, and panting after 
exertion was nearly as characteristic. 

The operation was usually an end-to-side sub- 
clavian-pulmonary anastomosis on the side opposite 
to the aortic arch; this was done on the right side in 
one-fourth of the cases. The immediate disturbance 
caused by the operation is less than might be expected, 
and intravenous fluid is often not required and then 
only in small amounts. Many of the patients have 
a pleural effusion that often needs aspiration, but 
generally only once; other complications are not 
common. 

Three of the 18 patients died; 1 could not be sub- 
jected to an anastomosis, and 1 did not benefit much; 
the remaining 13 patients were greatly benefited 
almost at once and the improvement has been main- 
tained or increased for the 3 to 6 months that have 
elapsed since operation. 

The color of the patients became nearly normal 
except for slight cyanosis on a cold day or after vig- 
orous exercise and the capacity of the patients was 
wonderfully improved so that they could walk some 
miles and get about normally all day. The poly- 
cythemia disappeared quickly, but the clubbing of 
the fingers more slowly. The arm of which the sub- 
clavian artery had been divided gave no trouble. 

The heart enlarged a little, as might be expected 
from the increased work, but generally the enlarge- 
ment was only slight, and in the few cases in which 
the increase was moderate it did not appear to be 
progressive. 

In the larger number of cases seen subsequently, 
Fallot’s tetralogy seemed to be the probable diag- 
nosis in about three-quarters of the patients with a 
congenital heart condition in which cyanosis dated 
from birth or early in life. In 80 per cent of these 
patients squatting was a common feature. The age 
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incidence of these patients is discussed. The ages of 
the patients and their mortality without operation 
justify a considerable risk for the improvement that 
can be obtained from the Blalock-Taussig operation. 

An auricular septal defect, combined with some 
other defect causing cyanosis from birth or soon 
after, seems to be the most common abnormality 
contraindicating operation, although Eisenmenger’s 
complex may be more common than would be thought 
from the paucity of reported cases. The condition 
of the pulmonary arterial branches in radioscopy is 
the most essential feature on examination, although 
the findings can generally be predicted in a patient 
with a typical history, appearance, and physical 
signs. In a doubtful case cardiac catheterization 
and angiocardiography should be decisive. 

The article is amply illustrated by photographs, 
roentgenograms, and numerous tables. 

Hrram T. Lancston, M.D. 


Treatment for Coarctation of the Aorta. RosBert E. 
Gross. J. Am. M. Ass., 1949, 139: 285. 


The seriousness of the prognosis of coarctation of 
the aorta is brought out by the fact that only 26 per 
cent of patients in a postmortem series had lived a 
long life with little or no incapacitation; 22 per cent 
died from bacterial endocarditis or aortitis; 23 per 
cent died of rupture of the aorta, usually with hyper- 
tension; and 28 per cent died because of the hyper- 
tensive state, most frequently from cardiac failure 
or intracranial hemorrhage. The average age at 
death was 35 years. 

The diagnosis of coarctation is made from physi- 
cal observations and roentgenologic data. The pulsa- 
tions in the lower extremities are greatly diminished 
or absent; the blood pressure in the arms is usually 
elevated and is decidedly above that in the legs, in 
contrast to the usual state of affairs; evidence of col- 
lateral circulation about the thorax is often ob- 
served; murmurs are variable; the heart is apt to be 
enlarged but the aortic knob is usually small; and 
there may be notching or scalloping along the in- 
ferior surfaces of the ribs where tortuous and pulsat- 
ing intercostal arteries have eroded the bone. Angio- 
cardiography with diodrast is most useful for an 
exact confirmation of the diagnosis and for visualiza- 
tion of the anatomic abnormality. 

Operation is performed through the fourth left 
interspace. Noncrushing clamps are applied above 
and below the constricted area and the narrowed 
portion is cut away. End-to-end anastomosis with 
an everting mattress suture of silk is then carried 
out. 

Among 60 operations for coarctation there were 
7 deaths, only 1 of which was directly connected 
with the aortic abnormality. In 6 cases, exploration 
only was possible because of the conditions found, 
i.e., regional inflammatory changes or a very long 
segment of narrowed aorta; in 2 cases a subclavian- 
aortic anastomosis was done; and in the remaining 
cases, end-to-end aortic suture was accomplished. 
Forty-one patients had complete relief of hyperten- 


i 


240 INTERNATIONAL ABSTRACTS OF SURGERY 


sion, 3 had fair relief, and only 1 patient obtained 
no relief. 

In 1 patient, excision of the coarctation left a long 
gap which could not be closed by direct apposition 
of the ends. A 5 cm. aortic graft from another person 
which had been preserved for a period of 30 days was 
successfully sutured into place and the patient 
was discharged from the hospital in excellent condi- 
tion. 

The lower age limit for operating on coarctation is 
probably 6 or 8 years; the upper age limit is difficult 
to define precisely. Excellent results have been ob- 
tained in patients in the late twenties, but greater 
satisfaction will be obtained in younger subjects. 

Jesse E. THompson, M.D. 


Experimental Reconstruction of Cardiac Valves by 
Venous and Pericardial Grafts. Y. TEm- 
PLETON, III, and Jonn H. Gipson, Jr. Ann. Surg., 
1949, 129: 161. 


A technique has been developed in dogs to allow 
resection of a portion of the tricuspid valve and its 
replacement with a graft of vein or pericardium. 
The venae cavae and azygos vein are clamped tempo- 
rarily and the right auricle is opened. Under direct 
vision a leaflet of the tricuspid valve is resected, the 
auricle is closed, and circulation is re-established. A 
graft is then prepared, either from a section of peri- 
cardium or a segment of azygos vein turned inside 
out. The circulation is again interrupted and the 
auricle re-opened. The graft is then inserted and 
sutured in place with silk stitches. The auricle is 
closed and circulation re-established. 

Grafts were placed into 19 dogs, 7 of which sur- 
vived from 3 weeks to 7 months after operation. 
Death in the others was due to ventricular fibrilla- 
tion or neurologic damage, as a rule. Specimens of 
the grafts obtained at autopsy after 3 weeks were 
viable and firmly united to the wall of the heart. 
Anatomically and functionally the pericardium ap- 
peared to be more suitable than a vein as a source 
for the graft. In 5 control animals a portion of the 
tricuspid valve was resected and no graft was used. 
Postoperatively these animals had loud murmurs in 
contrast to the animals in which grafts had been 
used, which had only faint murmurs. All the control 
animals developed marked precordial thrills; 4 of 
the 7 animals in which grafts had been used de- 
veloped systolic thrills in 3 weeks or more following 
operation. Jesse E. Toompson, M.D. 


Four Cases of Polypoid Tumor (“Myxoma’’) Within 
the Left Auricle of the Heart. T. B. Brewin. 
Guy’s Hosp. Rep., Lond., 1948, 97: 64. 

This article is a report of 4 cases of polypoid 
tumors of the heart arising within the auricle. 

The nature of such tumors is in dispute, as shown 
by a review of the literature. Some 200 cases have 
been reported, and these tumors have been consid- 
ered as organizing thrombotic masses, or new 
growths of fibrous or myxomatous nature. No fur- 
ther conclusive evidence in this regard is given. 


The clinical picture is often confusing, but may 
present itself as simulating mitral stenosis with 
relentless progression of cardiac failure unaffected 
by treatment, or it may mimic the embolic picture 
of bacterial endocarditis. 

The absence of evidence of rheumatic fever and 
the relentless march of cardiac failure could lead to 
a suspected diagnosis during life. It has been sug- 
gested that embolectomy in appropriate cases might 
give a clue to the presence of this tumor if micro- 
scopic examination of the embolus was carried out. 

The 4 gross as well as microscopic specimens are 
represented by photographs and the case histories 
are briefly given. Hiram T. Lancston, M. D. 


ESOPHAGUS AND MEDIASTINUM 


Displacement of the Esophagus into a New Dia- 
phragmatic Orifice in the Repair of Paraesoph- 
ageal and Esophageal Hiatus Hernia. K. ALvIN 
MERENDINO, R. L. Varco, and OWEN H. WANGEN- 
STEEN. Ann. Surg., 1949, 129: 185. 


There are three main types of esophageal hiatus 
hernia: short esophagus with ‘“‘thoracic” stomach 
(rare); normal esophagus, remaining in its normal 
situation, with the stomach in the hernial sac (para- 
esophageal); normal esophagus, with the stomach 
herniating through the hiatus and pushing the esoph- 
agus ahead of it into the sac. 

Hiatus hernia is not an uncommon finding and is 
more frequent in females than in males. Symptoms 
vary and are related to the gastrointestinal tract, 
cardiovascular system, respiratory tract, or any 
combination of these. Most patients are past 40 
years of age and are obese. X-ray examination is 
the most important single diagnostic aid. There is 
often no correlation between the size of the hernia 
and the severity of symptoms, and the hiatus hernia 
may be only incidental to a more serious lesion. 

Medical management should be attempted in 
practically all cases. Surgical repair is justified after 
medical measures fail to give relief. The authors 
report a variation of the conventional method of 
repair. A transthoracic approach is preferred, al- 
though the transabdominal or combined thoraco- 
abdominal approach may be employed. This repair 
entails displacement of the esophagus anteriorly and 
to the left, closure of the hiatus posteriorly by suture 
of the right and left crura of the diaphragm, and 
suture of the stomach immediately distal to the esoph- 
agogastric junction to the edge of the diaphragm. 
When the tissues of the right and left crura are not 
satisfactory for suture, a new hiatus is created by 
an incision anterolaterally in the diaphragm, the 
esophagus is placed in the new position, and posteri- 
or closure is effected. 

Thirteen cases without recurrence are reported. 
The transthoracic approach was used in g cases, 
the transabdominal approach in 3, and the trans- 
abdominothoracic approach in 1 case. Certain ad- 
vantages and disadvantages of the various approach- 
es are reviewed. Jesse E. THompson, M.D. 
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Surgical Treatment of Esophageal Perforations 
(Traitement chirurgical des perforations de |’oeso- 
phage). Horacio Resano. Reo. chir., Par., 1949, 
68: 1. 


Ninety per cent of perforating injuries of the 
esophagus are situated in the cervical portion. Most 
of them are caused either by foreign bodies or by 
instrumentation, especially esophagoscopy or at- 
tempts at extracting a foreign body. 

The clinical symptoms include pain, dysphagia, 
fever, and subcutaneous edema. However, they are 
not present in all cases so that the diagnosis is 
missed frequently. More helpful are the radiologi- 
cal signs: increase of the tracheovertebral distance 
and a characteristic air bubble in this space (Fig. 1). 

Some writers recommend medical and antibiotic 
management and take recourse to surgery only in 
case of failure of such management. In contradis- 
tinction to these men, the author believes that early 
surgery should be done in every case, even if the 
diagnosis is not certain. A simple submucous ab- 
scess may be visualized with the esophagoscope and 
opened. In all other cases mediastinotomy should 
be done. 

The esophagus can be approached from in front 
or from behind the sternomastoid muscle. The 
author prefers the posterior route because the evacu- 
ation and drainage of pus is more effective. The 
proximity of the thoracic duct does not present a 
danger. Necrosis of the carotid wall due to pressure 
of the cigaret drain was never observed by the author. 

A transverse incision is made 2 cm. above the left 
clavicle. The external jugular vein is ligated, the 
tendon of the omohyoideus and the middle cervical 
fascia are cut, and the esophagus is exposed posteri- 
or to the sternomastoid muscle and the large cervi- 
cal vessels. If no perforation or only a very small 
one is present, a cigaret drain is introduced in the 
retroesophageal space and removed after 48 hours. 
If a small abscess is found, the drain is left in place 
and fixed to the skin with a suture. Large abscesses 
require bilateral drainage. The surgeon introduces 
a finger through the incision and passes it behind the 
esophagus and the great cervical vessels of the op- 
posite side. A counterincision is made at the posteri- 
or margin of the right sternomastoid muscle and a 
curved forceps is introduced through it. Under 
guidance of the finger the forceps is passed from 
right to left until it reaches the wound of the opera- 
tion. Here it grasps a cigaret drain which is passed 
in the opposite direction from left to right. 

WERNER M. Sotmitz, M.D. 


MISCELLANEOUS 


Incidents and Accidents in Bronchoscopy (Incidents 
et accidents de la bronchoscopie). R. Kouritsky 
and M. Mariette. J. fr. méd. chir. thorac., 1948, 
2: 534. 

The authors report 450 bronchoscopic examina- 

tions made on 300 patients. Excluded from the 
examination were cases of old fibrosis of the lungs 


Fig. 1 (Resano). Simple lateral roentgenography of a 
perforation of the cervical esophagus. 1, Air bubble (sign 
of Minnigerode); 2, increase of the retrotracheal space; and 
3, deformation of the posterior aspect of the trachea. Note 
that under normal conditions this space never surpasses the 
width of the tracheal shadow. 


with pulmonary insufficiency, aneurysms of the 
aortic arch, and cases of decompensation of the 
heart. Of the bronchoscopic examinations 210 were 
done on tuberculous subjects and the remainder 
were done on patients with cancer and other non- 
tuberculous affections. No consideration was given 
to the simple elevations of temperature which lasted 
only for the first night. 

Among the nontuberculous patients there were 
only 2 cases (0.8 per cent) in which the examination 
was followed by lengthy periods of fever, from 8 
to 10 days, and transient roentgenologic modifica- 
tions which did not last as long as the febrile reac- 
tion. The most frequent indication for bronchoscopy 
in these nontuberculous patients was that of pul- 
monary suppuration (150), bronchiectasis, chronic 
abscess, or suppurated cysts. The fact that the 
results were so uniformly innocuous may perhaps be 
partially explained on the basis of the preoperative 
and postoperative administration of penicillin, and 
on the coincidental bronchial instillations. 

In the tuberculous patients the results were not 
so good. Especially in the cases of progressive ulcer- 
ative, or nodular, pulmonary tuberculosis. In fact, 
in 20 per cent of the patients the bronchoscopic ex- 
amination was followed by an immediate progression 
of the condition. In about half of this group (11 
cases) the reaction was limited to a febrile attack 
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lasting from 5 to 10 days and then a return to nor- 
mal, without at any time evidence of alterations in 
the lungs detectable by roentgenologic methods. In 
the other cases (9), the febrile attacks were accom- 
panied by evident roentgenologic changes of pro- 
gressive and enduring character. In 2 instances the 
examination was followed in a few days by death. 
The authors are of the opinion that in these cases 
of progressive pulmonary tuberculosis with fever, an 
accelerated sedimentation rate, and roentgenologic 
evidence of an ulcerative or nodular type of tuber- 
cular pulmonary involvement, bronchoscopy should 
be practiced only for positive and definite indica- 
tions, and that the patient should be protected by a 
course of streptomycin. JoHN W. BRENNAN, M.D. 


Anesthesia for Operations for the Relief of Con- 
genital Pulmonary Stenosis. E. H. Rink, P. J. 
HELLIWELL, and A. M. Hutton. Guy’s Hosp. Rep., 
Lond., 1948, 97: 48. 

This report deals in some detail with the anes- 
thetic problems encountered during the performance 
of the Blalock-Taussig operation. It includes the 
period of time during which Blalock worked as 
Associate Surgeon at Guy’s Hospital (London) in 
September, 1947. 

The experience obtained from 42 patients is 
given, minutely and often dramatically. Three of 
these patients died on the table and 3 others died 
within 12 hours after the operation. The deaths are 
given as case reports. Nine of the 42 patients were 
operated upon by Blalock and the remainder by R. 
C. Brock. 

The anesthetic technique employed is essentially 
that used and described by Blalock. The premedi- 
cation given the English patients was heavier, con- 
sisting of full basal narcosis by means of nembutal 
with atropine gr. 1/100 for children. In adults om- 
nopon and scopolamine were followed by the intra- 
venous administration of pentothal. Cyclopropane 
and oxygen with ether added, if indicated, are given 
in a closed system with carbon dioxide absorption, 
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through an endotracheal tube placed in a Butyn 
anesthetized larynx. The principal deviation from 
the technique used by Blalock was the introduction 
of curare to obtain control of the respiratory efforts, 
particularly in young patients. 

Some specific details of the anesthetic apparatus 
are given and illustrated by photographs. 

The experiences with 3 cases of pulmonary val- 
vulotomy are also given. 

Hiram T. Lancston, M. D. 


Exploratory Thoracotomy in the Management of 
Pleural Empyema. Pavut W. Sancer. J. Thorac. 
Surg., 1948, 17: 756. 

The incidence of empyema secondary to lobar and 
lobular pneumonia is now less frequent than em- 
pyema secondary to ruptured bronchiectatic abscess, 
infected hemothorax, ruptured subdiaphragmatic ab- 
scess, traumatic empyema, ruptured pulmonary 
abscess, cancerous or noncancerous, and as a conse- 
quence of inadequate surgery for postpneumonic 
empyema. 

After intelligent conservative measures have failed, 
exploratory thoracotomy is the treatment of choice 
in present-day pleural empyema. If these cavities 
are not explored, the likely consequences of a long 
morbidity, superimposed on the inconvenience of a 
drainage tube or sinus tract, must be accepted. The 
compressed lung may never completely re-expand 
unless decortication is done. This radical attack is 
justified only after the preoperative studies for the 
underlying disease have been exhaustive, the hemat- 
ocrit reading is 50 or above, ample blood is avail- 
able for the operation, penicillin or streptomycin 
can be given preoperatively and postoperatively, 
and a competent anesthetist trained in endotracheal 
anesthesia is assured. 

Representative case reports are given in an at- 
tempt to establish the indications for thoracic explo- 
ration, which in reality is conservative, by reducing 
the morbidity and preventing economic and psycho- 
logic bankruptcy. SAMUEL Kaun, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Strangulated Femoral Hernia: Relationship of the 
Contents of the Hernial Sac to the Clinical 
Manifestations and Prognosis. J. PARRAN JAR- 
BOE and JosepH H. Pratr. Am. J. Surg., 1949, 77: 
172. 

By careful review of the clinical manifestations 
exhibited in 104 cases of strangulated femoral hernia 
it is obvious that acute strangulating types of small 
intestinal obstruction produce a very dramatic onset. 
The rapid progression of symptoms and signs indi- 
cates the rate of pathologic degeneration within the 
hernial sac. Therefore, when a segment or loop of 
the small intestine is strangulated in the femoral 
ring, the clinical picture presented is one of acute 
intestinal obstruction with such various degrees of 
prostration and shock that the femoral hernial 
process is often unheeded. 

When abdominal or pelvic structures other than 
portions of small intestine are strangulated, the 
primary symptoms and signs usually indicate acute 
femoral herniation, whereas late manifestations may 
be referable to the structures involved. However, 
in all cases of strangulated femoral hernia the char- 
acter and severity of the initial clinical symptoms 
and signs indicate the grave seriousness of the 
disease. Immediate cognizance of these manifesta- 


tions should assure earlier surgical treatment and 


a more favorable prognosis. 

It is acknowledged that numerous factors con- 
tribute to the high fatality rate associated with 
strangulated femoral hernia. Many of these con- 
tributory elements are individual responsibilities 
that offer few prospects for improvement of this 
situation unless the layman is re-educated to recog- 
nize the manifestations of impending strangulation. 
Too often the liability for fatalities is attributed to 
the advanced age of the patients without sufficient 
consideration and recognition of other probable 
causes for failure. 

It has been demonstrated in the 104 cases of 
strangulated femoral hernia studied that age alone 
is not ample justification for the rendering of an un- 
favorable prognosis. It is the authors’ observation 
and conclusion that the prognosis should be deter- 
mined after evaluation of the pathologic condition 
of the strangulated viscera when they are visualized 
and treated at operation. In cases of strangulation 
of parts of the small intestine, when surgery has 
been delayed and irreversible pathologic changes 
have taken place, the prognosis is very grave for a 
person of any age. Since physical resistance in the 
aged is materially lowered, such persons are bene- 
fited most by early surgical treatment, but the prog- 
nosis should be influenced more by the condition of 
= strangulated viscera than by the factor of age 
alone. 


The grave seriousness of strangulated femoral 
hernia involving a segment or loop of small intestine 
has been discussed. If the clinical evidence is con- 
sidered and interpreted as being directly indicative 
of the degree of strangulating obstruction, perhaps 
many operations may be performed earlier before 
irreversible pathologic changes occur. 

An intimate relationship has been found to exist 
between the character of the contents of the hernial 
sac and the clinical manifestations. Careful evalua- 
tion of these components is essential for the render- 
ing of a dependable prognosis. It is hoped that ade- 
quate realization and a more comprehensive under- 
standing of the serious problems presented by 
strangulated femoral hernia will result in benefits for 
everyone concerned. 


Treatment of Acute Peritonitis. W. A. ALTEMEIER. 
J. Am. M. Ass., 1949, 139: 347- 

There are two types of septic peritonitis: a primary 
type which usually occurs in children and is caused by 
the pneumococcus or a hemolytic streptococcus, and 
a secondary type having a polymicrobic causation 
and arising from perforation or leakage of an intra- 
abdominal viscus. The commonest factor in the 
secondary type is an infected appendix. 

There is still no specific treatment for acute septic 
peritonitis, and successful management is dependent 
on good surgical intervention aided by early and 
correct diagnosis, chemotherapy, and adequate pre- 
operative and postoperative care. 

The author reviews 598 cases of acute septic peri- 
tonitis secondary to acute appendicitis, perforated 
peptic ulcers, and penetrating wounds of the ab- 
domen in which the patients received chemotherapy 
in addition to other measures. A comparison of the 
results obtained in 685 similar cases treated without 
chemotherapy with those in cases in which chemo- 
therapy was used reveals that the mortality has been 
reduced approximately 60 per cent recently and 
that this reduction is apparently due to the effects 
of chemotherapy. 

- Since most cases of acute septic peritonitis are 
secondary to lesions of the alimentary tract, it is the 
practice at Cincinnati General Hospital to operate 
as soon as the diagnosis is made. In the neglected, 
or moribund patients, surgery has been postponed 
and conservative therapy used until localization or 
improvement might occur. Among 258 patients 
with complicated acute appendicitis, 167 had peri- 
tonitis and 53 had appendical abscess. All but ro 
patients were operated upon with a postoperative 
mortality of 4.8 per cent. Likewise, in a series of 
179 patients with perforated peptic ulcers and peri- 
tonitis, treated in the same period, 169 underwent 
operation with closure of the perforation, and 10 did 
not, because of their moribund state in 8 instances, 
and the prolonged period of elapsed time since per- 
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foration in 2 cases. The postoperative mortality 
was 7.6 per cent. 

Patients with appendical abscesses generally 
have been treated conservatively unless signs of 
infection did not diminish within from 24 to 48 
hours, in which case plans for operation were made. 
The mortality among the 13 patients who were 
treated by incision and drainage without appendec- 
tomy was 15.3 per cent, and among 35 patients who 
underwent appendectomy with drainage, 5.7 per 
cent. Intra-abdominal abscesses other than ap- 
pendical abscesses have been incised and drained 
as soon as their presence has been determined and 
localization has occurred. 

In cases of perforated peptic ulcer and penetrating 
wounds of the abdomen, the peritoneal cavity is not 
drained. If the retroperitoneal tissues are con- 
taminated, drainage is established through a stab 
wound in the flank. Drainage was used in 204 
of 248 patients operated upon for appendical peri- 
tonitis or abscess. Careful removal. of excessive 
exudate by suction has been done as part of the 
operation. 

The author recommends the following chemo- 
therapy for effective treatment of acute secondary 
peritonitis: the parenteral administration of peni- 
cillin and sulfadiazine; the combined use of peni- 
cillin, streptomycin, and sulfadiazine; or the injec- 
tion of large doses of penicillin. When several drugs 
are used, the dose of each should be therapeutically 
effective. The dose of penicillin is 100,000 units 
given at 2 or 3 hour intervals. In severe infections 
the dose may be 500,000 units or more every 2 or 3 
hours. Intraperitoneal chemotherapy is not used. 

When penicillin and sulfadiazine were used post- 
operatively in patients with perforated peptic ulcer 
the postoperative febrile period was 6.3 days, whereas 
it was 8.0 days when penicillin alone was used, and 
12.4 days when only sulfadiazine was given. The 
over-all mortality in patients with perforated peptic 
ulcer improved to 9.3 per cent when chemotherapy 
was used, as compared to 26.6 per cent in earlier pa- 
tients treated without chemotherapy. In peritonitis 
or abscess secondary to appendicitis, the mortality 
was reduced to 4.9 per cent when chemotherapy was 
used as compared to 14.5 per cent in earlier cases. 

Secondary peritonitis is a synergistic infection 
produced by the accumulative action of various 
bacteria which singly have a low virulence. From 3 
to 7 different species of bacteria can usually be cul- 
tured from any given case. Penicillin in large doses 
is probably the most effective single agent available 
in the treatment of peritonitis even though most of 
the bacteria concerned are gram-negative. Penicillin 
does not effect Escherichia coli and this organism is 
not truly pathogenic in the majority of instances. 

In patients treated with penicillin there is a lower 
incidence of cellulitis and necrotizing infection in the 
abdominal wound than in patients receiving no 
chemotherapy. 

Sulfadiazine or sulfamerazine are valuable ad- 
juncts in the treatment of peritonitis and their 
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effect is considerably enhanced when used in com- 
bination with penicillin. 

Streptomycin is not as effective as penicillin. Its 
greatest value is in the treatment of early spreading 
peritonitis and it is of questionable value in localized 
peritoneal suppuration or severe established peri- 
tonitis. The authors use it in combination with 


penicillin and sulfadiazine and in cases that have 
failed to respond to penicillin alone or to penicillin 
and sulfadiazine. 


FREDERICK W. Preston, M.D. 


GASTROINTESTINAL TRACT 


Pseudoulcerative Gastritis (La gastrite pseudoulce- 
rosa). Aucusto Picco. Arch. ital. chir., 1948. 
70: 382. 

The author describes 6 cases of chronic gastritis 
with symptoms of gastroduodenal ulcer, but no evi- 
dence of ulcer in the resected portion of the stomach. 

The differential diagnosis between pseudoulcera- 
tive gastritis and round ulcer is difficult even with 
gastric analysis and x-ray examination. 

In 5 cases microscopy showed a follicular hyper- 
trophic gastritis, while in the sixth case follicular 
atrophic gastritis was observed. 

The author describes two different types of inflam- 
mation. One involves the mucosa, and corresponds 
to the classical type of inflammation, with parvicel- 
lular (small cell) infiltration and the formation of 
lymphatic nodes and follicles. The other type in- 
volves the mesenchymal tissue and is the type of 
serous inflammation with profound edema and pri- 
mary fibrosclerosis of the connective tissue. This is 
caused by primary alterations of the capillary walls 
due to penetration of toxic substances through the 
mucosa rendered permeable by the inflammation. 

In these cases medical treatment, which should 
always be tried, usually produces only a slight im- 
provement over prolonged periods. 

Usually surgery must be resorted to and then cure 
will be obtained only after ample gastric resection. 

Lucian J. Fronputt, M.D. 


Hypertrophy of the Pylorus in an Adult: with Mas- 
sive Eosinophil Infiltration and Giant-Cell Re- 
action. H. J. BARRIE and J. C. ANDERSON. Lancet, 
Lond., 1948, 2: 1007. 

The authors reported the rare and interesting 
single case of a 27 year old woman with a 2 weeks’ 
history of constant circumumbilical pain intense 
enough to keep her awake at night, and of pain and 
a feeling of distention between the breasts immediate- 
ly after taking food. Vomiting after every meal had 
relieved this pain. Four years previously the patient 
had had a similar but less severe episode associated 
with melena which lasted a fortnight. Eggs, pastry, 
and bacon had caused indigestion between these two 
attacks. There was no personal or familial history 
of asthma or urticaria. Physical examination re- 
vealed a furred tongue, tachycardia of 130 beats per 
minute, and slight tenderness to palpation in the 
epigastrium and the right iliac fossa. 
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The barium meal showed a smooth filling defect 
involving the greater curvature of the prepylorus 
with a small residue in the stomach after 6 hours. 
The blood count showed a hemoglobin of 120 per 
cent; 6,300,000 red blood cells per cubic millimeter; 
a color index of 1; 17,000 white blood cells per cubic 
millimeter with 18 per cent of eosinophils. Two 
weeks later the white blood cell count numbered 
11,800 per cubic millimeter with 31 per cent of 
eosinophils. 

A partial gastrectomy with an anterior gastro- 
enterostomy and an entero-anastomosis was per- 
formed. The surgical specimen showed concentric 
hypertrophy of the muscular coat of the stomach, 
pylorus, and duodenum, with massive eosinophile 
infiltration of the pylorus and peculiar para-arterial 
giant-cell follicles. 

The authors believe that this is an example of true 
organic intestinal allergic reaction. This patient did 
not tolerate certain foods well; she had constant 
blood eosinophilia and a localized tissue eosinophilia 
of the pylorus; and there were giant-cell follicles in 
the pylorus which closely resembled follicles found 
in the heart muscle of patients who have become 
sensitive to neoarsphenamine. 

Barrie and Anderson demonstrated the possibility 
that organic changes in the stomach may be caused 
by allergic reactions. The authors have been unable 
to find a similar published report. 

RosBert TuRELL, M.D. 


Diagnosis of Gastric Neoplasms. H. Marvin Pot- 
LARD, HENRY C. BRYANT, MALCOLM BLOCK, and 
Winston C. Harr. J. Am. M. Ass., 1949, 139: 71. 


Improvement in the end result of gastric care can 
be expected only from earlier diagnosis of the lesions. 
In the cytologic examination of gastric secretions, 
a higher percentage of negative results occur be- 
cause of (1) rapid deterioration of cells in the gastric 
fluid unless immediate fixation is done, (2) the ab- 
sence of exfoliation in scirrhous carcinomas, and (3) 
the frequent presence of swallowed foreign cells 
from the nasal, pharyngeal, tracheal, and esophage- 
al mucosa. Since 1947 the authors had studied 326 
gastric aspirations done on 278 patients. This group 
was studied because they all had gastrointestinal 
complaints. The technique was to aspirate a fasting 
specimen, and to add to the specimen an equal vol- 
ume of 95 per cent alcohol. The sediment, after 
centrifugation, was smeared and fixed, and the usual 
solutions were used for staining and preparation. 
“All slides were studied by the same pathologist, who 
estimated that positive slides can be evaluated 
quickly, while approximately 20 minutes were ne- 
cessary before discarding a negative preparation. 
The most dependable sign of malignancy, invasion 
of the surrounding tissues, is not available in this 
type of examination. 

The material studied was divided into four general 
categories: 

In the first group of patients, in whom there was 
no clinical evidence of neoplasm, 86 per cent of the 
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aspirations were thought to contain no malignant 
cells, 10 per cent were indefinite, and 4 per cent were 
falsely reported as positive for carcinoma. 

In the second group, 43 patients showed no histo- 
logic evidence of neoplasm. In this group, only 
normal cells were found in 72 per cent, in 9 per 
cent the cells were indefinite, while in 19 per cent it 
was believed that malignant cells were identified. 

In the third group, 20 patients had a final clinical 
diagnosis of gastric carcinoma, but there was no 
histologic confirmation. No malignant cells were 
found in the gastric contents in 60 per cent (12), 
while a positive report was made in 40 per cent (8). 

In the fourth group, in which 41 persons were 
proved histologically to have gastric carcinoma, no 
recognized malignant cells were seen in 22 cases (53 
per cent), and 5 cases (12 per cent) were indefinite. 
Malignant cells were found in 14 cases (35 per cent). 

In the total study, 59 per cent of the aspirations 
reported as positive were confirmed by clinical and 
histologic study. On the other hand, when the 


. aspiration report was negative, results in 85 per cent 


of aspirations coincided with the clinical and histo- 
logic study. In all the cases with a final diagnosis of 
carcinoma, the result of the aspiration technique 
was correct in 36 per cent. On some occasions, the 
cytologic study was an indication for exhaustive 
clinical study. Final conclusions cannot be drawn. 
There are several factors of importance: (1) the ex- 
perience of the pathologist with this method, (2) 
the difficulty of obtaining good smears because of 
obstruction, and (3) the number of aspirations done 
in an individual case. 


At the present time this method should not be 
used as an exclusive basis for either a positive diag- 
nosis or a positive exclusion of gastric neoplasm. 

Rosert E. FiLorer, M.D. 


Benign Tumors of the Stomach. A Case of Lipoma 
Submucosa Ventriculi Simulating Cancer of 
the Stomach. HENNING Paasy. Acta chir. scand., 
1949, 97: 381. 


The author reports a case of large, submucous 
lipoma of the stomach, simulating cancer of the 


‘stomach. It was removed by resection. 


The frequency of benign tumors of the stomach is 
stated very differently by the various authors. In 
1.3 per cent of a material of operations comprising 
2,195 cases of tumor of the stomach, the tumor was 
found to be benign. The occurrence of these tumors 
is more frequent than generally supposed. 

The classification of these tumors varies. The 
tumors are divided, according to their histological 
structure, by Minnes and Geschickter into the fol- 
lowing three main groups: (1) epithelial—comprising 
adenomas, adenopapillomas, fibroadenomas, and oth- 
ers; (2) mesenchymal—comprising leiomyomas, 
fibromas, lipomas, angiomas, and others; and (3) the 
pseudoneoplastic—comprising, among others, der- 
moid cysts, and blood cysts. 

The etiology of the benign tumors is unknown. 
Achylia is of very frequent occurrence in the epithe- 


246 


lial tumors. Haring, in a work on the connection be- 
tween pernicious anemia and polypous tumors of the 
stomach, demonstrated that from 10 to 14 per cent 
of the patients with polypi of the stomach suffer from 
pernicious anemia, and stressed the importance of 
undertaking an examina*ion of the blood in these 
patients as well as an x-. 4 _’ examination of the stom- 
ach in all patients witk ». <nicious anemia. The sig- 
nificance of the benign tumors of the stomach is un- 
doubtedly first and foremost their tendency toward 
malignant degeneration. The tendency of the benign 
tumors to give clinical symptoms will, as a rule, de- 
pend on their size, as the great majority of the small 
tumors give no, or only vague, symptoms. The 
symptom of most frequent occurrence is anemia, 
caused by hemorrhage. Another symptom of fairly 
frequent occurrence —and rather a characteristic one 
—is acute stenosis. Such attacks occur most fre- 
quently in association with small stalklike tumors 
localized near the pylorus. , 

An important diagnostic aid is the x-ray examina- 
tion, as the tumors often display characteristic signs. 
It is difficult to diagnose the small polypous tumors 
roentgenologically, but in most cases they are best 
seen in examination of the mucous membrane with a 
small quantity of contrast medium and with com- 
pression. They will then appear in the form of scat- 
tered, roundish rarefactions. In some cases the tu- 
mor forms a well defined defective filling, surround- 
ed by a natural relief of mucous membrane. As a 
rule, peristalsis is normal; however, it is not normal 
if the tumor is ulcerated. Recesses are of fairly rare 
occurrence and are never associated with spasms. 
When a recess occurs—corresponding to an ulcera- 
tion of the tumor—the usual convergence of folds of 
the mucous membrane will, as a rule, be absent, and 
the recess will often be large, of a punched appear- 
ance, with smooth walls, and without mounded edges. 

The treatment of benign tumors of the stomach 
will always be operative, partly because of the risk 
of malignant degeneration and partly because of the 
difficult diagnosis in connection with the frequently 
severe symptoms. CHARLES Baron, M.D. 


Neurofibroma. EBEN ALEXANDER, JR., and RoBERT M. 
Janes. Ann. Surg., 1949, 129: 267. 


Hourglass neurofibroma, often referred to as peri- 
neural fibroblastoma, is sometimes found in the 
thoracic spinal canal and thoracic cage. The tumor 
is benign. Roentgenologically, it may erode: the 
adjacent ribs and vertebrae. 

This tumor is often mistakenly diagnosed as lung 
carcinoma. Radiation therapy produces no good 
results. This serves to emphasize the fact that a 
tumor should not be irradiated without pathological 
proof as to its malignancy. 

The authors report a case of neurofibroma that 
was at first diagnosed as bronchogenic carcinoma. It 
was given a trial course of irradiation with no re- 
sponse, and subsequently operation was done with 
complete relief of the symptomatology and physical 
findings. Maurice D. Sacus, M.D. 
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Mechanism of the Postgastrectomy Syndrome. 
Davip ADLERSBERG and ERNsT HAMMERSCHLAG. 
J. Am. M. Ass., 1949, 139: 429. 

The authors state that at present partial gastrec- 
tomy is the method of choice in the surgical treat- 
ment of peptic ulcer. While the results are generally 
good, a certain number of patients (from 6 to 38%) 
present a group of symptoms termed the post- 
gastrectomy syndrome. 

The symptoms may be divided into “early” and 
“late” postprandial symptoms. The early symp- 
toms are epigastric pressure, nausea, fullness, eruc- 
tation and belching, dizziness, and occasional vomit- 
ing. These early symptoms are attributed to me- 
chanical factors of the small stomach with its rapid 
filling, rapid emptying, and distention of the jejunum 
with subsequent mesenteric irritation. The late 
symptoms are headache, fatigue, weakness, perspira- 
tion, palpitation, dizziness, shortness of breath, and 
occasionally precordial pressure. It is demonstrated 
that these symptoms are due to hypoglycemia sec- 
ondary to an exaggerated postprandial hypergly- 
cemia. This may result from an increased insulin 
sensitivity. A combination of these mechanical and 
chemical factors, together with distinct psychoneu- 
rotic disturbances with a tendency toward fixation and 
overemphasis of symptoms, causes this syndrome. 

Opinion concerning prophylaxis is divided; how- 
ever, agreement prevails in regard to treatment. 
Early symptoms are treated by frequent and small 
feedings. The late postprandial symptoms are 
favorably affected by a high protein, high fat diet, 
with moderate amounts of carbohydrate. The slow 
and gradual release of carbohydrate from protein 
results in a moderate elevation of the blood sugar 
level and so prevents the secondary hypoglycemia. 

Ety Lazarus, M.D. 


Immediate and Late Results in the Treatment of 
Perforated Gastroduodenal Ulcer (Esiti prossimi 
e remoti della cura dell’ulcera gastro-duodenale per- 
forata). GrusEPPE SPADARO. Gior. ital. chir., 1948, 
4: 603. 

The author reviews 100 consecutive cases of per- 
forated gastroduodenal ulcer at Pelligrini Hospital in 
Naples. Of these, 64 were gastric and 36 duodenal. 
The over-all mortality was 18 per cent. However, 
in the period from 1934 to 1940, there were 15 deaths 
in 49 cases, a mortality of 30.6 per cent, while in the 
period from 1941 to 1947 there were 3 deaths in 
51 cases, a mortality of 5.8 per cent; these figures 
show a marked improvement. This is attributed to 
better technique, antibiotics, and earlier diagnosis 
and treatment. The postoperative mortality was 
minimal following simple closure of the perforation 
and after resection. It was highest when gastroen- 
terostomy was performed. The best results followed 
simple closure when other factors were equal. Eight 
patients were subjected to resection with 1 death 
(12.5 per cent). 

As to the late results, the author differentiates be- 
tween acute and chronic ulcers. In acute ulcers 
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simple closure is followed by a definite cure in the 
majority of cases. In chronic ulcers simple closure 
results in cure in 50 per cent of the cases. Gastric 
resection gives a very high percentage of cures, while 
gastroenterostomy gives the poorest results. 

As a result of this review the author recommends 
the following: 

1. Acute ulcers should be treated by simple 
closure, regardless of the interval before operation. 

2. Chronic ulcers when seen within 6 hours of per- 
foration, and when the general condition permits, 
should be treated by gastric resection. If they are 
seen after 6 hours, or if the condition of the patient 
is precarious or there is evidence of peritonitis, simple 
closure should be done. 

3. In cases in which operative intervention is not 
advisable one may resort to constant or intermittent 
suction as recommended by Bedford and Turner. 

The author concludes by stating that the surgeon 
should never open an abdomen with a pre-established 
program but that the opened abdomen should dictate 
to the surgeon the procedure to be followed. 

Lucian J. Fronput1, M.D. 


Experimental Research on the Behavior of the Duo- 
denal Stump Following Exclusion Resection 
(Ricerche sperimentali sul comportamento del mon- 
cone duodenale nella resezione escludente). L. 


VERNETTI. Arch. ital. chir., 1949, 71: 3. 


The author discusses the advantages of removing 
the mucosa from the antral portion of the stomach 
when performing the exclusion operation of Finster- 
er. He then describes experiments performed on 
dogs and dissections performed on cadavers. These 
were performed to determine the relative value of 
the methods used to remove the mucosa. 

In the first group of dogs, he dissected the mucosa 
down to, or beyond, the pylorus, then ligated it as 
far down as possible and excised the proximal 
portion. In another group he dissected the mucosa 
as far as possible and then excised it without 
ligating it. In a third group he made a circular in- 
cision proximal to the pylorus, a longitudinal incision 
over the anterior portion down to the duodenum, 
and then coagulated the mucosa under direct visual- 
ization with the electric cautery. The dogs were 
sacrificed at different intervals. On gross examina- 
tion there was not much difference. However, mi- 
croscopic studies revealed that the best healing took 
place when the mucosa was excised and not li- 
gated. In dogs in which the mucosa was ligated, a 
collection of sanguineous fluid was found between 
the ligature and the sutured seromuscular walls 
which, it was believed, might endanger the suture 
line and cause a leak. The use of the cautery caused 
inflammatory and hemorrhagic reactions which also 
endangered the ability of the suture line to hold. 

The dissections on some cadavers were performed 
so as to isolate the mucosa distally without entering 
the lumen. In other cadavers a circular incision was 
made through all layers; then a longitudinal incision, 
perpendicular to the first incision and over the an- 
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terior surface of the antropyloric region, was made 
to expose the mucosa and thereby allow its dissec- 
tion under direct visualization. In others the mucosa 
was removed with a cutting spoon according to the 
method of Burkle. The author believes there is no 
difficulty in dissecting the mucosa down to the 
pylorus, regardless of how it is done. However, if the 
mucosa is to be dissected beyond the pylorus and in 
the first portion of the duodenum it becomes difficult. 
With use of the longitudinal incision, dissection is 
much easier as then the mucosa can be separated 
under direct vision. The use of the cutting spoon or 
curette was not satisfactory as all of the mucosa was 
not removed. Lucian J. Fronputi, M.D. 


Surgical Treatment of Polyps of the Large Intestine. 
RIcHARD B. CATTELL. Am. J. Surg., 1948, 76: 733. 


Cattell stated that in spite of the fact that now 
colonic malignant lesions come to resection about 2 
months earlier than they did ro years ago, and in 
spite of improvements in surgical procedures, the 
results observed 5 years or more after resection have 
not been improved appreciably. The 5-year surviv- 
als have remained in the vicinity of 50 per cent. He 
believes that the greatest opportunity in the future 
for the improvement of results lies in the discovery 
and the elimination of benign polyps which he regards 
as premalignant lesions. 

The incidence of colonic polyps has varied from 2 
to 20 per cent in reported series. The incidence of 
polyps in patients with proctologic symptoms who 
are given a proper proctologic survey varies from 5 
to 10 percent. It is assumed that at least 3 per cent 
of adult patients have benign polyps. Since only 
one-third of these patients with benign polyps have 


POLYP (PROXIMAL POSITION } 


DIMPLED BASE 
OF PEDICLE 


Fig. 1 (Cattell) The sigmoid has been freed and the 


polyp located. The diagram shows polyp being displaced 
pam with a dimple appearing at its attachment. 
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Fig. 2 (Cattell). a, Incision has been made on the ames- 
enteric side of the sigmoid through a longitudinal band, the 
polyp elevated, and excision begun; 6, the mucosa is being 
inverted with a continuous suture and approximation su- 
tures of the seromuscular coat have been begun; ¢, the su- 
ture line has completed with appendices epiploicae approx- 
imated to reinforce the suture line. 


symptoms, the discovery of the existence of polyps 
in the remaining two-thirds of patients will be pos- 
sible only when sigmoidoscopy is made a part of the 
routine examination of adult patients. This consti- 
tutes a significant forward step in preventive medi- 
cine that offers real promise to reduce the incidence of 
cancer of the colon, the condition which represents 
approximately one-eighth of all malignancies. 

With regard tosurgical treatment, intestinal polyps 
are divided into 3 categories: (1) polyps of the rec- 
tum and rectosigmoid; (2) colonic polyps, and (3) 
congenital polyposis. 

The majority of polyps that can be visualized 
through the sigmoidoscope can be destroyed satis- 
factorily by fulguration. Preliminary biopsy of 
polyps of moderate and large size should be done 
routinely. Fulguration of polyps should be carried 
out through the mucosa to the submucosa. The 
small-sized polyps and those situated below the peri- 
toneal reflection may be treated in the office or clinic. 
If a polyp has a broad base or is of considerable size, 
it should be fulgurated on repeated visits in order to 
avoid too much reaction in the bowel wall. This ap- 
plies also to the villous type of polyp. 

When multiple polyps are present, it is wise to ful- 
gurate a few at a time because of the pronounced re- 
action that may occur. 


Fig. 3 (Cattell). a, Colotomy incision exposed multiple 
polyps; 6, segmental resection performed; c, end-to-end 
anastomosis completed. 


The large rectal polyps can be removed by surgical 
excision after dilatation or division of the external 
anal sphincter muscle. Rarely is it necessary to close 
the mucosa following this local excision, but rectal 
dilatations may be necessary for some weeks to pre- 
vent stricture formation. 

The complications following fulguration may be 
quite serious. Minor bleeding is not infrequent and 
occasional serious hemorrhages demanding transfu- 
sions of blood may be encountered. Peritoneal reac- 
tion following fulguration of polyps above the peri- 
toneal reflection may be evidenced by fever, cramps, 
and discomfort in the lower abdomen and ileus. Ac- 
tual perforation of the bowel may occur at the time 
of fulguration or subsequently as a result of deep ful- 
guration. Perforation with localized abscess had oc- 
curred in 2 of the author’s patients. 

The use of the endotherm snare for the removal of 
large pedunculated polyps is not without danger. In 
1 instance perforation of the bowel had occurred 
which necessitated an immediate abdominoperineal 
resection. 

Earlier in the author’s experience, when locally re- 
sected rectal polyps showed malignant foci, the pa- 
tients were subjected to radical resection of the rec- 
tum. Because of the absence of residual malignancy 
in the resected specimens, Cattell has subjected 22 
more recent patients to local excision of the lesions 
only, followed by periodic sigmoidoscopy. 

The presence of colonic polyps is difficult to dem- 
onstrate by the best roentgenographic means avail- 
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able, and the polyps may be difficult to localize at the 
time of operation. The bowel is adequately pre- 
pared and slightly soluble sulfonamides are utilized. 
Spinal or general anesthesia with curare produces 
satisfactory operative conditions. A complete ab- 
dominal exploration is carried out. All segments of 
the colon are carefully explored. The segment of 
polyp-containing bowel is well mobilized by dividing 
the parietal attachment so that it may be delivered 
outside of the abdomen. This maneuver affords fa- 
cility in palpation and makes colotomy safer. Palpa- 
tion is best done with the finger passed longitudinally 
along the bowel and pressing back against the mesen- 
tery. The polyp-bearing segment of the bowel may 
be held by 4 clamps or traction sutures in the epiploic 
appendages (Fig. 1). Frequently the pedicle of the 
polyp can be felt if the attachment of the pedicle is 
on the antimesenteric wall. When it is displaced, a 
dimple will appear (Fig. 1). 

In the absence of induration at the base, peduncu- 
lated polyps may be removed as illustrated in Figure 
2. The excised specimen is examined microscopically 
before closure of the intestinal wounds. If induration 
at the base of the polyp is present or if the polyp is 
large and spreading, an intestinal resection with end- 
to-end anastomosis as illustrated in Figure 3, is in- 
dicated. 

Seventy-two of the 78 patients who were treated 
by colotomy had polyps in the descending and sig- 
moid colon. In 1941, there were 2 deaths following 
colotomy which gave a mortality rate of 2.6 per cent; 
no mortality has occurred since 1941. 

One-fourth of the patients who have had colotomy 
with removal of polyps have shown early malignant 
changes in the periphery of the pedunculated polyps; 
these changes were undetected in the frozen sections 
but were discovered in the permanent histologic sec- 
tions. At the present time, Cattell believes that in 
the absence of malignant involvement of the base, 
local excision of the polyp will result in cure. He 
realizes that longer follow-up studies may change his 
present attitude. 

Congenital polyposis continues to be a serious 
problem as judged by the author’s experience with 23 
such cases. Because of the occurrence of malignancy 
following subtotal colectomy with ileoproctostomy, 
Cattell believes that the ideal treatment is a 2-stage 
procedure consisting of permanent ileostomy and 
total colectomy including abdominoperineal resec- 
tion. Rosert TuRELL, M.D. 


Involvement of the Ileum in Chronic Ulcerative Co- 
litis. Frep J. McCreapy, J. ARNOLD BARGEN, 
Matcotm B. Dockerty, and JoHn M. WaucH. N. 
England J. M., 1949, 240: 119. 

The ileocecal valve does not limit the progress of 
the lesions of ulcerative colitis into the terminal 
ileum. In 103 cases studied, the incidence of ileal 
involvement was 28 per cent. Reports in the litera- 
ture vary from 1.3 to 39 per cent. 

In the majority of cases the ileum was completely 
and diffusely involved in ulcerative changes similar 
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to those found in the colon. Occasionally, separate 
ulcers appear with intervening portions of the small 
intestine remaining essentially normal. The inflam- 
matory reaction was much milder and far less ad- 
vanced than that seen in the diseased colon. The 
average length of the segment of ileum affected 
varied from 4 to 45 cm. with an average of 20 cm. 
The pathology was essentially denudation and 
ulceration. 

Roentgenologic evidence of ileal involvement was 
found in 50 per cent of the cases in which barium 
enema studies were carried out. 

Perforation of the ileal ulcers with generalized 
peritonitis was a very serious complication that oc- 
curred in 17 per cent of the cases. Obstruction of the 
small bowel due to stenosis of the lumen was not 
observed in any of the cases. 

The duration of the disease showed no definite re- 
lation to the incidence of ileal involvement. Ileal 
involvement is not necessarily a terminal event of an 
intractable colitis as assumed by many authors. 

Ileostomy for chronic ulcerative colitis performed 
through a segment of ileum that is the site of ulcera- 
tive inflammatory changes will probably produce a 
poor operative result. Perhaps this is one of the 
important considerations responsible for the high 
mortality associated with ileostomy in the treat- 
ment of this disease. Lazarus, M.D. 


Ulcerative Colitis. LELAND S. McKittrick and FRAN- 
cis D. Moore. J. Am. M. Ass., 1949, 139: 201. 


The problems encountered in patients with ulcera- 
tive colitis present a real challenge to both internist 
and surgeon. It should be recognized by physician 
and surgeon alike that the patient with ulcerative 
colitis is a strongly dependent person and that a 
filial devotion to the physician or surgeon may result 
during the treatment. Psychiatrists have clarified 
this point. They have brought into focus the finding 
that the patient with ulcerative colitis often has 
lost a parent, sibling, friend, or mate on whom he 
formerly was dependent, an event immediately pre- 
ceding the onset of symptoms. This sets the stage 
for a physician-patient relationship of extraordinary 
importance in the surgical care of the disease. Recog- 
nition and acceptance of this responsibility by the 
surgeon permits the patient to develop dependence 
and affords him the relationship so essential to 
complete adjustment. 

It is the objective of surgical management to re- 
turn a patient with ulcerative colitis to society and 
capable of becoming a useful member of his family 
and community. Since ileostomy is the operation 
performed on a great percentage of these patients 
the question arises as to whether a patient with an 
ileostomy can adjust himself to a happy existence. 
Questionnaires were sent to rro patients who left the 
hospital with an ileostomy, and replies were re- 
ceived from all patients or their families. Five pa- 
tients had died natural deaths from other diseases; 
one patient died 2 days after an overdose of a bar- 
biturate. Of the 104 patients whose condition was 
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known at the time of writing, 50 were males and 54 
were females. Eighty-four per cent of these pa- 
tients considered themselves to be in good health. 
Of the remaining 16 patients, 4 are crippled by other 
conditions, and 3 undoubtedly have active disease 
of the colon or some abnormality of the stoma which 
should be corrected surgically; of the 9 patients who 
did not become adjusted to their ileostomy, it is 
felt that 5 may be greatly helped by change of ap- 
pliance or ileostomy outlet. 

Ninety-seven per cent of the patients are working 
as housewives or in schools, or are gainfully em- 
ployed. There is a wide variation in the types of 
occupation—mill workers, truck drivers, a college 
professor, school teachers, dentists, physicians, 
medical secretaries, salesgirls. Seventy-five per 
cent of patients felt that their earning or working 
capacity had not been lessened by the ileostomy. 
Sixty-seven per cent believed their social life to be 
satisfactory and not adversely affected by ileostomy. 
Of those who felt some limitations, 13 referred 
particularly to problems arising when spending the 
night with friends or going on camping trips, or to 
activities in which the lack of facilities or too inti- 
mate contact with others prevented proper atten- 
tion to the ileostomy. There is, nonetheless, a sur- 
prising freedom on the part of these patients to en- 
joy most activities, including athletics. Twice as 
many of these patients are married as are single; 23 
patients were married subsequent to the operation. 
Five patients have gone through 2 or more pregnan- 
cies subsequent to ileostomy. An understanding 
husband or wife, and the responsibility and satis- 
faction of children are undoubtedly important 
stabilizing factors in the lives of these patients. 

Several case histories are given to illustrate the 
problems of ileostomy as seen by the patient. Some 
of these histories reflect adjustment to a new mode of 
life and a relatively happy existence while others 
indicate a morbid depression resulting from the 
difficulties associated with ileostomy. Its greatest 
difficulty applies to young unmarried girls who 
contemplate marriage. Harotp Lauran, M.D. 


Idiopathic Ulcerative Colitis. Sipney A. Portis. J. 
Am. M. Ass., 1949, 139: 208. 


For those clinicians who raise a quizzical eyebrow 
whenever psychosomatic aspects of certain diseases 
are mentioned, this masterful article combines in a 
lucid and logical manner the anatomy, clinical pic- 
ture, and psychiatric aspects of ulcerative colitis. 
Based on the proposition that emotional stimuli are 
transmitted over the vagus and sacropelvic nerves, 
the thesis is set forth that the effect of overstimula- 
tion of these nerves results in physiologic imbalance. 
The vagus nerve causes contraction and peristalsis 
of the small intestine and relaxation of the ileocecal 
valve as well as increased motility of the colon up 
to and including the transverse colon. The sacro- 
pelvic nerve has the same physiologic effect on the 
distal part of the colon as the vagus nerve has on 
the ileocecal portion. 
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Ulcerative colitis in its early stage is limited to 
that part of the colon innervated by the sacropelvic 
nerves. This would indicate that the altered emo- 
tional stimuli are transmitted principally over the 
sacropelvic nerves at the outset. It is postulated 
that in the early stages a protective mechanism 
exists in the mucous lining of that portion of the 
colon innervated by the vagus nerve, while the por- 
tion innervated by the sacropelvic nerves is more 
susceptible. After the disease progresses beyond the 
splenic flexure into the transverse colon, vagal in- 
fluence with decreased protection may play a simi- 
lar role. Recent reports that bilateral vagotomy 
produces definite improvement in the clinical pic- 
ture of ulcerative colitis add weight to the assump- 
tion that the titer of pancreatic enzymes is a factor 
in this disease. Improvement following this pro- 
cedure is probably due to the slowing down of peri- 
stalsis in the small intestine and first part of the 
colon. Neither of these portions of the gastroin- 
testinal tract is involved in the early picture of this 
disease. 

The early proctoscopic picture of the involved 
mucous membrance is similar in appearance to that 
of the skin about an ileostomy. This led the author 
to assume that increased concentration of enzyme 
was an important factor which produced digestion 
in both conditions. Liquefaction or hydrolysis of 
mucin is produced by mucolytic enzyme lysozyme, 
which is normally present in the intestinal tract and 
the concentration of which may change in gastro- 
intestinal disorders. An increased concentration of 
lysozyme may mean lysis of mucus, and therefore 
an increased attack by enzymes on unprotected 
mucosa. 

Apparently in ulcerative colitis the emotional 
stimuli transmitted to the rectum and sigmoid by 
the sacropelvic nerves produce more lysozyme than 
is normal for the mucous membrance of the rectum 
and sigmoid, and the mucous protection of the sig- 
moid and rectum is definitely lowered by this muco- 
lytic enzyme. The lowered resistance of the mu- 
cous lining may allow tryptic digestion and invasion 
by bacteria apparently innocuous to a normally 
protected mucous lining. The increased peristalsis 
of the small intestine and colon would throw more 
tryptic enzyme down on an unprotected mucous 
membrane. Ulceration is the result of enzyme di- 
gestion. The disease process, therefore, is compa- 
rable to peptic ulcer except that it is diffuse rather 
than isolated. Evidence is accumulating to the effect 
that disturbed emotional reactions can result in 
ulcerative colitis. 

Several case histories are reviewed to illustrate 
psychological disturbances which lead to abnormal 
bowel habits. Once the disease of ulcerative colitis 
is diagnosed, psychiatric management is imperative. 
However, psychiatric treatment should not be al- 
lowed without rigid medical control. The disease is 
too treacherous to be handled by the psychiatrist 
alone. No psychiatrist can control emotional prob- 
lems 24 hours a day. Therefore, the combined man- 
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agement of medical and psychiatric care is set forth 
as the only safe treatment. 

Treatment should be directed at the eradication 
of the emotional stimuli, paralysis of the sacropelvic 
parasympathetic nerves with atropine sulfate, the 
abolition of influences on the hypothalamic region 
by the use of barbiturates, the binding of enzymes 
by wetting agents such as sodium alkyl sulfate, and 
the administration of sulfonamide drugs cautiously 
and only for limited periods. 

Haro_tp Lauran, M.D. 


Note on the Treatment of Hemorrhoids after a Few 
Accidents Following Sclerosing Injections (Note 
sur le traitement des hémorroides 4 propos de quel- 
ques accidents des injections sclérosantes). G. Rou- 
ang and H. Fucs. Mém. Acad. chir., Par., 1948, 74: 

49. 

The authors condemn the sclerosing treatment of 
hemorrhoids. They report 3 cases in which severe 
ischiorectal abscess, necrosis, and a fissure developed 
in spite of the fact that the injections were given by 
an expert. 

The authors believe that the dangerous sclerosing 
injections are so popular among medical men and 
patients precisely because the surgical treatment is 
improperly carried out in most hands. The authors, 
who have given up the Whitehead type of excision 
because of the high incidence of stricture, advocate a 
safe and simple surgical treatment. They recom- 
mend low spinal anesthesia. The first step consists in 
dilating the anus. This phase of the operation alone 
takes at least from 15 to 20 minutes and is done with 
the Trelat speculum. The authors point out that all 
instruments are rough when they are in rough hands. 
One must avoid tearing the anorectal mucosa. In 
male patients the dilatation is carried out in the 
transverse and oblique diameters to avoid trauma- 
tizing the posterior urethra which may cause post- 
operative acute urinary retention. 

After the dilatation has been completed, the hem- 
orrhoids can easily be visualized and can be col- 
lected in three or four groups. The base of each 
group is transfixed and tied twice with No. 1 chromic 
catgut. The protruding part above the ligature is 
excised by a live cautery. It is an important point 
that no gauze and no drain be put in the anus. Pur- 
gatives and enemas are used the day before surgery 
and opiates are then prescribed. The first bowel 
movement usually takes place on the sixth post- 
operative day. The patient is discharged on the 
eighth postoperative day with the instruction to take 
daily hot sitz baths. GERARD GaGnon, M.D. 


Polypoid Lesions of the Colon and Rectum. RosBErt 
A. ScaARBOROUGH and RussELt R. KLEIN. Am. J. 
Surg., 1948, 76: 723. 

The authors have divided polyps of the colorectum 
into- premalignant lesions, which comprise 95 per 
cent of the cases, and into nonpremalignant lesions, 
which comprise 5 per cent of the cases. The non- 
premalignant lesions include fibromas, myomas, 
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endometriomas, hemangiomas, granulomas, lymph- 
oid polyps, and lymphomas. The premalignant 
lesions include inflammatory hyperplasias, hyper- 
plasias, adenomas, and papillary adenomas. 

The inflammatory hyperplasia, or the so-called 
psuedopolyposis, is frequently seen in patients with 
inactive ulcerative colonic disease. The clinical 
significance of this lesion resides in its ability to 
undergo malignant degeneration. 

The mucosal inflammatory lesions are seen as 
multiple, pale, flattened elevations of a few milli- 
meters in size. They are most frequently encoun- 
tered in the vicinity of a carcinoma. 

Adenomas vary from tiny sessile esions to large 
pedunculated tumors, and may be single or multiple. 
Some pathologists diagnose any adenomatous polyp 
as grade 1 adenocarcinoma. Other pathologists 
diagnose malignancy on the basis of the variation 
in the staining properties of the cells, ballooning of 
the crypts, or frequency of the mitotic figures. The 
authors believe that such diagnoses may lead to un- 
necessary radical operations or a false sense of secu- 
rity in the safety of local excision. They believe unat 
invasion through the basement membrane or mus- 
cularis mucosz should constitute the basic evidence 
of malignancy. In the presence of invasion the lesion 
should be called frank carcinoma and treated as 
such. In the absence of microscopic evidence of in- 
vasion, local excision or destruction of the polyp con- 
stitutes good therapy. 

Papillary (villous) adenomas are regarded as a 
distinctive type of adenomatous polyp. They are 
extremely soft and spongy, being comprised of in- 
numerable confluent, pliable, papillary stalks. They 
are rarely pedunculated but usually have a broad 
based attachment to the mucosa; sometimes the 
entire circumference of the bowel is involved for a 
considerable distance. 

Malignant degeneration of the adenomas was 
found in 18 of the authors’ 60 patients (30 per cent). 
Malignancy was demonstrated by multiple biopsies 
in 8 of these 18 patients. In 4 of the remaining 10 
patients, malignancy was found in the surgical speci- 
mens after complete local removal. In the remaining 
6 patients malignancy was suspected on the basis of 
induration within the soft, spongy lesion and this 
was confirmed histologically following radical re- 
section. The occurrence of malignant transforma- 
tion deep in the base of papillary adenomas without 
surface evidence of malignancy calls for complete 
excision or removal by means of a high frequency 
snare. The specimens so obtained should be scru- 
tinized carefully for malignant foci. 

In the authors’ series of 458 patients, 64 per cent 
showed single polyps; 31 per cent had from 2 to 10 
polyps, and 5 per cent exhibited diffuse polyposis of 
the colon. Regardless of the symptoms, every pa- 
tient with a polyp found on sigmoidoscopy was ac- 
corded a competent roentgenologic examination of 
the colon including air contrast studies in a search 
for other polypoid lesions that might be situated 
above the region of the sigmoidoscope. 
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The age of the patients ranged from 5 days to 94 
years. Astriking infrequency of polyps in the second 
decade of life was observed in this series of patients. 

Treatment of polyps should aim at removal of the 
lesion and the preservation of the specimen for mi- 
croscopic examination. Tiny sessile lesions may be 
destroyed in situ by means of ball-tipped electrodes, 
but it should be remembered that such procedures 
preclude microscopy and thus may result in failure 
to recognize an early carcinoma. The authors have 
observed a poorly differentiated invasive carcinoma 
in a nonulcerated polyp 4 mm. in diameter. Larger 
sessile polyps are removed with a rigid wire diather- 
my loop in a suitable state for microscopy. Pe- 
dunculated polyps are extirpated by means of a 
high frequency snare. In this series, 211 polyps in 
112 patients had been destroyed by electrodesicca- 
tion through a proctoscope, while 326 polyps in 182 
patients had been removed by means of a snare 
followed by microscopic studies of the specimens. 
Microscopy revealed definite malignant degenera- 
tion in 13 patients, 9 of whom had undergone a 
radical resection with the finding of carcinoma in the 
perirectal tissue or regional lymph nodes. In 4 pa- 
tients local excision of long-pedicled adenomatous 
polyps containing small foci of malignancy had been 
effected. In one instance local recurrence was evi- 
dent after 8 months. The remaining 3 patients have 
shown no recurrence in less than z years. 

Single, grossly benign polyps situated above the 
reach of the sigmoidoscope were removed by colot- 
omy in 37 patients, and histologic examination re- 
vealed malignant degeneration in 12 of them. Six 
of these 12 polyps had been removed by local ex- 
cision without recurrence of carcinoma in a period 
ranging from a few months to several years following 
operation. The remaining 6 patients had been sub- 
jected to radical segmental intestinal resection with 
removal of the regional lymph nodes. The major 
portion of the bodies of 2 of these polyps was the seat 
of malignant degeneration. Although no invasion of 
the pedicle of any of these 6 polyps was discernible, 
3 showed metastatic carcinoma in the regional lymph 
nodes. All 6 patients have remained well for a period 
of observation ranging from 1 to 8 years. 

Four patients showed 2 separate polyps situated 
from 4 to 12 inches apart. In 1 patient both polyps 
were benign and were excised locally by colotomy. 
In the remaining 3 patients both polyps were ma- 
lignant and were treated by radical resection of the 
segment of colon containing both polyps. In 1 of 
these 3 patients metastasis to the regional lymph 
nodes had occurred. 

The authors have grouped their 31 patients with 
diffuse polyposis of the colon into those with diffuse 
adenomatous polyps and those with pseudopolyposis 
secondary to chronic ulcerative colitis. Among the 
16 patients with diffuse adenomatous polyps there 
were 6 whose ages ranged from 3 to 6 years. In 2 of 
the latter colectomy with ileoproctostomy had been 
performed; similar therapy had been recommended 
to, but had not yet been accepted by, the parents of 
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the remaining 4 children. The ages of the other 10 
patients ranged from 18 to 51 years. Seven of this 
group showed malignant degeneration, with multiple 
carcinomas in 5 patients. They were treated by 
total colectomy and permanent ileostomy. One of 
these patients died of recurrent carcinoma; the re- 
maining 6 have been free of recurrence for 1 to 15 
years following operation. In 2 patients without 
carcinoma of the rectum, colectomy and ileoproc- 
tostomy were performed following extirpation of the 
rectal polyps. One of these patients had required 
frequent electrodesiccation of new rectal polyps for 
more than 10 years. 

Pseudopolyposis secondary to chronic ulcerative 
colitis was encountered in 15 patients; 4 of these pa- 
tients had carcinoma, of whom 3 were inoperable. 
Ali of these patients had been subjected to total 
colectomy with permanent ileostomy. 

One patient with chronic ulcerative colitis and 
polyposis extending from the splenic flexure to the 
rectum was treated by resection of the involved 
bowel with preservation of sphincteric control by 
pulling the transverse colon through the anal canal 
according to the technique of Babcock and Bacon. 

The authors concurred that bleeding may occur 
in diverticulitis, but stated that in their experience 
bleeding was usually due to a coexisting adenoma- 
tous polyp. During the course of 2 years they re- 
moved polyps in 16 patients in whom rectal bleeding 
had been attributed to diverticulitis. No bleeding 
had occurred postoperatively although the divertic- 
ular disease remained unchanged. The authors be- 
lieve that patients with diverticulitis and persistent 
bleeding which originates above the reach of the 
sigmoidoscope have sufficient indication for explor- 
atory laparotomy and a thorough search for a prob- 
able polyp. 

The authors also stress the proposition that ex- 
tirpation of neoplastic lesions, benign or malignant, 
of the colon does not conclude the surgeon’s respon- 
sibility, and, therefore they advocate periodic re- 
examinations. RoBert TurRELL, M.D. 


The Importance of the Level of the Lesion in the 
Prognosis and Treatment of Carcinoma of the 
Rectum and Low Sigmoid Colon. Joun M. 
Wauc# and Joun W. KrirkLin. Ann. Surg., 1949, 
129: 22. 


From the files of the Mayo Clinic were selected the 
records of all patients who, in the 10-year period 
from 1931 through 1940, had undergone combined 
abdominoperineal resection for adenocarcinoma of 
the rectum and sigmoid colon and who had survived 
operation. All patients with metastatic growths in 
the liver or other distant sites, and, thus, those in 
whom the resection was purely palliative, were 
eliminated. The records of 453 patients were thus 
obtained. On careful review of the record of each 
patient, it was found that 65 cases were not suitable 
for inclusion in this study. 

Three hundred and eighty-eight cases remained for 
study. Data were available in each case from procto- 
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scopic examination, digital examination of the rec- 
tum, from the surgeon’s notes, and from the patho- 
logic examination as to the approximate level of the 
lesion. In general, the data from these various 
sources agreed. 

The lesions were classified according to the dis- 
tance from the anal margin to the lower edge of the 
lesion. It is freely acknowledged that this is not a 
truly precise method of locating the lesions, but it 
has two advantages over a seemingly more precise 
method, namely, the measurement of this distance in 
formalin-preserved surgical specimens. In the first 
place (as noted previously) it is the most important 
preoperative method of estimating the level of the 
lesion, and in the second place there is considerable 
shrinkage in preserved specimens, and thus an accu- 
rate idea of the level of the lesion in vivo may not be 
obtained from a study of the preserved specimens. 

It appears that the patients whose lesions lie with- 
in approximately 5 cm. of the anal margin have a 
poorer prognosis than those whose lesions lie above 
this level, both groups being treated by combined 
abdominoperineal resection. The patients having 
lesions approximately 11 cm. or more above the anal 
margin have a prognosis which is slightly better than 
that of the over-all group, but when there is nodal 
involvement the persons with high-lying lesions 
would seem to have a definitely better prognosis than 
those with either low-lying lesions or with lesions of 
which the lower edge ranges from 6 to 10 cm. from 
the anal margin. 

To obtain a more homogeneous group for analysis, 
the 248 cases in this series in which the lesions showed 
grade 2 (Broders) malignancy were analyzed. The data 
showed the same general trend as those of the entire 
group, but the differences were more clear-cut. The 
authors believe that this group represents more 
accurately the true state of affairs, since the lesions 
were histologically similar throughout the group. It 
was again seen that patients whose lesions were 
within 5 cm. of the anal margin had a poorer prog- 
nosis than those with lesions lying higher up, and 
that those with lesions lying 6 to 10 cm. removed 
from the anal margin had a poorer prognosis than 
those with lesions 11 cm. or more removed from this 
point. Again, when only lesions with nodal involve- 
ment were considered, a location 11 cm. or more 
removed from the anal margin allowed a much more 
favorable prognosis than did a lower location. In the 
group with grade 2 lesions without nodal involve- 
ment, the patients with low-lying lesions again ap- 
peared to have a prognosis less favorable than those 
with growths 6 cm. or more above the anal margin. 

To obtain some further information on the critical 
levels, as regards prognosis, the data were again 
analyzed, but this time the cases were put into 
groups at somewhat different levels. 

These data again served to emphasize the relative- 
ly poor prognosis in patients with very low-lying 
rectal carcinomas. Thus, persons with lesions lying 
within 2 cm. of the anal margin had, in the over-all 
group, a prognosis which was less favorable than 
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those with growths at any other level. In those with 
growths above this point, the prognosis gradually 
improved as the higher levels of the rectum were 
reached. It was interesting to note, in addition, that 
in cases with nodal involvement, the group with 
lesions lying 3 to 6 cm. up from the anal margin had 
the poorest prognosis while that with lesions within 
2 cm. of the anal margin had only a slightly better 
one. The prognosis of lesions above 11 cm. again 
was superior to that of lesions at any other level. 
Except for patients with lesions within 2 cm. of the 
anal margin, in whom the prognosis was poor, pa- 
tients without nodal involvement showed no signif- 
icant improvement in prognosis as the higher levels 
were reached. 

The data were similarly analyzed for grade 2 
lesions only. This more homogeneous group serves 
to substantiate the tendencies indicated by the over- 
all group thus analyzed. 

The failure of combined abdominoperineal resec- 
tion to effect as high a survival rate in patients with 
low-lying lesions may well be due to its failure to 
cope with certain routes of lymphatic spread of the 
low-lying lesions. Without going into needless de- 
tail, it may be mentioned that there are, at least in 
theory and probably in fact, three routes of lym- 
phatic spread in the lesions under consideration. 
These are, of course, (1) upward, alongside the supe- 
rior hemorrhoidal and inferior mesenteric vessels; 
(2) laterally, along the lymphatic pathways accom- 
panying the middle hemorrhoidal vessels and lying 
along the levator ani muscles; and (3) inferiorly, 
along lymphatics destined eventually to accompany 
the inferior hemorrhoidal vessels and to drain, in 
occasional instances, to the superficial inguinal 
lymph nodes. 

Insummary, it is nearly certain that lateral spread 
does occur occasionally in those far-advanced cases 
in which there is blockage of the superior zone of 
spread. It is further very probable, from the data 
recorded in the literature, that the spread also occurs 
fairly often in less extensive lesions, the lower mar- 
gins of which are within 5 or 6 cm. of the anal mar- 
gin as estimated by proctoscopic examination; and 
that in point of fact in such instances, this spread, 
along with that in the superior zone, is the normal 
route of lymphatic metastasis and not an abnormal 
one taken only when the so-called normal routes are 
plugged with malignant deposits. 


A Discussion on Radical Excision of Carcinoma of 
the Rectum with Conservation of the Sphinc- 
ters. G. Grey TuRNER, CHARLES A. PANNETT, and 
O. V. Lioyp-Davies. Proc. R. Soc. M., Lond., 1948, 
41: 813. 

The guiding principle in operating for cancer must 
always be to remove the whole of the affected part 
with a wide area of healthy tissue and the path of 
probable malignant invasion. It is desirable to pre- 
serve the rectal sphincters whenever this can be done. 

Two types of operation “‘practiced very infre- 
quently during the past 35 years” for the conserva- 
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tion of the rectal sphincter in carcinoma of the 
rectum are described by TurRNER. With either the 
lower or posterior resection, or the anterior operation 
(perhaps better named “anterior resection with res- 
toration of continuity and preservation of the sphinc- 
ters”) encouragingly successful long term results 
have been obtained, although only about 2 per cent 
of the patients have been considered suitable for 
these so-called conservative methods. 

To justify consideration for these methods the 
growths should be small and not larger than 3.0 cm. 
across, they should be freely movable from side to 
side and should move up and down when the patient 
strains, and there must be no evidence of dissemina- 
tion. The methods are valuable also for the oc- 
casional large nonmalignant papillomatous lesions in 
which the circumference of the bowel is involved. 
Details of the operative procedures are presented. 
Temporary colostomy is utilized when needed. Pres- 
ervation of the sphincteric apparatus must not be 
done unless it be combined with sufficiently radical 
removal of the cancer, of course. 

Seventeen patients were subjected to posterior 
resection with preservation of the sphincters Three 
were “‘simple” resections and 14 were for malignan- 
cies. There was no mortality, no immediate compli- 
cations, and no permanent fistula or serious stricture. 
All of the patients had satisfactory rectal function 
and control. Of the 14 with malignant conditions 6 
died with recurrence or dissemination within 3 years. 
One died without recurrence 2 years and 10 months 
after operation, and the 7 others either died without 
recurrence or were alive and well for more than 5 
years after the operation. 

PANNETT reviewed the errors now apparent in the 
Miles classic observations (of 1903) demonstrating 
spread of cancer downward and laterally into the 
ischiorectal space, in postmortem examination of 
advanced cases of rectal carcinoma. 

Westhues (1934), in painstaking dissection of 74 
operative specimens, demonstrated that the spread 
of cancer of the rectum is mainly upward into the 
glands around the superior hemorrhoidal vessels. In 
only 1 specimen was there an extension 1.0 cm. 
below the margin of the growth as seen by the naked 
eye. The spread in the wall of the bowel upward was 
a little more extensive; in the tissue behind the rec- 
tum extension occurred up to 10.0 cm., or, exception- 
ally, up to 12.0 cm. Lateral spread did not occur. 
These observations show that wide removal of tissue 
laterally and below the growth of the rectum as advo- 
cated by Miles is unnecessary. 

In a malignancy of the rectum the growth itself 
should be removed with 2 centimeters of normal 
rectum below its margin, also 22.0 cm. of rectum 
above the upper margin because here there may be 
undisclosed polypi, and all tissue behind the bowel 
surrounding the superior hemorrhoidal vessels up- 
ward for a distance of 12.0 cm. 

Lioyp Davies states that since the advent of the 
sulfonamides, and particularly sulfasuxidine and sul- 
fathalidine, there has been a renewal of attempts at 
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restorative resections for cancer of the rectum and 
rectosigmoid. 

The operative mortality in 24 abdominoanal and 
abdominosacral and in 30 intraperitoneal cases of 
resection (total 64) was 5.5 per cent. Half of these 
are too recent for follow-up purposes. 

Following 19 radical Hartmann operations there 
were 6 local recurrences; this local recurrence rate 
of 22.6 per cent is a serious matter. Lloyd-Davies 
believes a local recurrence rate of 24.6 per cent is too 
big a price to pay. for the avoidance of a permanent 
colostomy (the final figure may be worse since half of 
the patients are yet to complete the 5-year course). 

Secondary excision has been done for some of these 
recurrences but this is always troublesome since the 
normal tissue planes no longer exist. In the total of 
65 cases there were 16 recurrences to date (24.6%). 

Lloyd-Davies believes that there should be ade- 
quate removal of tissue and division of the bowel and 
its mesentery at least 2 inches below the tumor, and 
that especial care must be taken to avoid the im- 
plantation of cancer cells. The follow-up should be 
very close, which means rectal examination by pal- 
pation and sigmoidoscopy every 3 months and later 
every 6 months, and then yearly for the rest of the 
patient’s life. FRANK B. QuEEN, M.D. 


Surgical Treatment of Cancer of the Rectum and 

Colon (Tratamento cirargico do cancer retocélico). 

' WALTER GENTILE DE MELLO. Rev. brasil. cir., 1948, 
27: 37. 

A historical review of the evolution of the surgical 
treatment of cancer of the rectum, rectosigmoid 
junction, and sigmoid is offered by the author. 

The Miles operation, a milestone in the history of 
the radical treatment of the region under discussion, 
has recently found a competitor in form of the an- 
terior resection, which can be performed (1) without 
a colostomy, (2) with a colostomy in one stage, or 
(3) following a defunctioning colostomy. Best re- 
sults are obtained when the anterior resection is per- 
formed 14 cm. above the anus or higher. 

The proctosigmoidectomy with preservation of 
the sphincter is also widely discussed. 

The simultaneous resection of other abdominal 
viscera involved in the malignant process is being 
advocated by Brunschwig, and is opening a new 
horizon in the concept of operability of cancer of the 
colon, rectosigmoid, or rectum. Four such operations 
performed by Brunschwig and witnessed by the au- 
thor are described and illustrated. 

JoserH K. Narat, M.D. 


Melanoepithelioma of the Anus and Rectum. FRED- 
ERICK W. BRAASTAD, MaAtcoim B. Dockerty, and 
CLaAuDE F. Dixon. Surgery, 1949, 25: 82. 


Melanoepithelioma of the anus and rectum com- 
prises approximately 0.25 per cent of anorectal ma- 
lignant neoplasms of all types and about 1 per cent 
of all epitheliomatous lesions of this location. Its 
superficial position affords opportunity for early di- 
agnosis, but, for the same reason, spread by the lym- 
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phatics and blood vessels of both portal and periph- 
eral systems is also manifested at an early date. 

Up until April, 1947, 10 patients with this condi- 
tion (including the authors’), had been seen at the 
Mayo Clinic. 

The sex was noted in 86 of the 94 cases reported 
in the literature; 55 patients were men and 31 were 
women, a ratio of 1.8 to 1. 

The age of the patients was noted in 84 instances. 
Seventy-six per cent of the patients were between 
the ages of 40 and 70, the youngest patient being 22 
years and the oldest 78. 

In 68 cases a sufficient description was given so 
that the height of the lesion could be fairly estimated. 
In 65 of the 68 cases the tumor was situated at, or in 
the vicinity of, the anorectal junction, or else in the 
anus itself. 

These growths apparently do not tend to involve 
any other quadrant of the anus or rectum in pref- 
erence to others. In 50 cases in which the involved 
wall was mentioned, the anterior wall was chiefly 
affected in 11 cases, the posterior wall in 19 cases, and 
the lateral walls (left or right) in 20 cases. 

The tumors are generally single, although 14 of the 
94 lesions were described as being multiple. They 
tend to be polypoid and to protrude into the lumen 
of the anus or rectum. In 19 of the 94 cases a defi- 
nite pedicle was noted. The caliber of the intestinal 
tube is generally little affected. Ulceration has been 
noted occasionally. 

The size of these neoplasms varied from that of 
small miliary nodules to that of fist-sized masses. 
They were generally fairly small when diagnosed, 
probably because their low position in the rectum 
resulted in the early production of symptoms. 

The consistency of these growths was seldom men- 
tioned in the case reports. 

Most of the patients considered their trouble to be 
of only a few months’ duration. In the last 30 cases 
described, the average duration of symptoms before 
diagnosis was 9.2 months; in 2 cases symptoms had 
been present for 4 years or more and in 1 case for 2 
years, 

The chief complaints were those associated with a 
tumor in the lower part of the rectum or anal canal; 
namely, anal pain, stool urgency and frequency, 
tenesmus, “full sensation” in the rectum, or rectal 
discharge. 

In 2 of the 94 cases the presenting symptom was 
enlargement of an inguinal node, and in 5 cases 
there were either no symptoms or only general com- 
plaints such as poor appetite, loss of weight, and so 
forth. Constipation was complained of in only 5 of 
the 94 cases. 

Only occasionally did the patient show cachexia, 
hepatomegaly, or other signs of metastasis upon 
diagnosis of the rectal lesion. In a few cases the 
tumor had spread to involve the inguinal nodes, 
which were palpable clinically at the time of the ini- 
tial examination. 

Local examination made digitally or proctoscop- 
ically is, of course, the best means of diagnosis, and 
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this type of examination is seldom neglected because 
the patients have definite rectal symptoms. The 
usual diagnosis is rectal polyp, rectal polyp with ma- 
lignant changes, or carcinoma, until biopsy or mi- 
croscopic study of the excised lesion establishes its 
true nature. 

Of the 94 patients, 72 (76.6 per cent) underwent 
surgical treatment. In 61 of these a definitive pro- 
cedure, that is, removal of the tumor, was done; in 
the other 11 patients operated upon, either no at- 
tempt was made to remove the growth because of 
distant metastasis or local extension, or else the de- 
scription of the operation failed to mention the type 
of procedure carried out. In 34 instances the oper- 
ation consisted of more or less limited local removal 
of the growth, such as local excision, cutting of the 
tumor from its pedicle, cautery excision or removal 
of the tumor and a small part of the anus with preser- 
vation of the sphincter. In 23 cases a radical excis- 
ion of the rectum was performed, consisting gener- 
ally of a combined abdominoperineal operation in 
either one or two stages. In 6 of the former and in 
2 of the latter group, roentgen or radium therapy 
was used in addition. Finally, in 4 cases rectal ex- 
tirpation was combined with excision of the inguinal 
lymph nodes. 

Seven of the 72 patients operated upon died im- 
mediately after operation; of the 65 who survived, 
53 have been followed up. Of the 53, 36 succumbed 
between 1 month and 6 years postoperatively, with 
an average survival period of 15 months. Seventeen 
were living, but 9 of these 17 had a local recurrence 
or distant metastasis from 2 months to 3% years 
postoperatively. Thus, only 8 patients were known 
to be living and clinically free of the disease. It is 
obvious that only 3 of them were followed up for 
such a length of time that they could be called 
“cured.” 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Biliary Peritonitis (Peritonitis biliar). Ortanpo F. 
Lonco. Sem. méd., B. Air., 1949, 56: 103. 


An early interventionist himself, the author quotes 
Whipple on the advantages of early removal of the 
gall bladder while the patient is in good physical 
condition and before the processes of infection and 
their septic sequelae have had the opportunity to 
complicate the work of the surgeon. A number of 
case histories are appended. They are illustrative 
of the various types of biliary peritonitis (according 
to the classification of Niemeyer) with perforation 
into the free peritoneal cavity—perforations into 
pockets produced by the agglutinative defenses of 
the surrounding structures and perforations into 
the neighboring hollow organs. 

The majority of cases of biliary peritonitis result 
from disease of the gall bladder or bile passages. 
In 1 case of free biliary peritonitis the photomicro- 
graph of a portion-of the removed gall bladder re- 
vealed that the sinuses of Rokitansky-Aschoff were 
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penetrating through the muscularis under the serosa 
where they seemed to be the source of the free per- 
foration. In some cases such perforation was sus- 
pected but could not be demonstrated. Cholangiog- 
raphy during the operation is recommended in 
order to detect residual stones in the bile passages 
or other conditions which might result in hyperten- 
sion of the bile within the biliary system and 
subsequent rupture of the gall bladder or bile canal. 
In extensive gangrene of the gall bladder, the blad- 
der must be removed; however, in other cases of 
severe cholecystitis it is advised to leave the blad- 
der in situ with drainage to the outside in order to 
forestall the development of this condition, the gall 
bladder being removed later on. 

Leakage through the intact, although possibly 
altered, walls of the gall bladder or choledochus, 
and particularly seepage from the bed of the re- 
moved bladder, as well as abscess of the subhepatic 
pockets are quite as fatal as general peritonitis. 
Brunschwig is quoted with regard to the many ways 
in which biliary peritonitis can result from faults or 
accidents of the operations for cholecystic and bile 
duct conditions. 

The importance of abdominal puncture is cited 
and illustrated, together with the evil consequences 
which may result from the neglect of this diagnostic 
procedure. Joun W. BRENNAN, M.D. 


Liver Abscesses; 44 Observations with Analyses and 
Statistics ea hep&ticas; 44 observa- 
ciones. Anélisis y estadfstica). Hrctor CARDEZA. 
An. Fac. med. Montev., 1948, p. 749. 


Of 44 patients with liver abscesses, 37 (84.5%) 
were men and 7 (15.5%) were women. In 36 pa- 
tients, (82% of the entire group) amebiasis was re- 
sponsible for the condition, causing abscesses alone 
in 32 instances, and abscesses and hepatitis in 4. 
Hydatidiform cysts with secondary suppuration are 


not included in the author’s material. In the re- 
maining 8 cases, the infection originated in the por- 
tal system or in the appendix. In 50 per cent of all 
the cases the condition developed between the ages 
of 20 and 40 years. 

Fourteen per cent of the patients with amebic 
abscesses and 75 per cent of those with pyogenic 
abscesses died; 15.5 per cent of the entire group had 
multiple abscesses, with a mortality of 57 per cent. 
Single abscesses were present in 84.5 per cent of the 
entire material, with a mortality of 19 per cent. Of 
38 patients with liver abscesses who were operated 
upon, 8 died. 

In 32 cases the abscesses developed in the right 
lobe, in 5 in the left, and in 7 in both lobes. 

The acute development was much more frequent 
than the chronic type. 

Pain, fever, and hepatomegaly were the most fre- 
quent manifestations. Leucocytosis was found in the 
great majority of cases but should not be considered 
as an infallible index of suppuration. A moderate 
anemia was usually present. A limitation of the 
movements of the diaphragm, and its elevation were 
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the most important roentgenologic findings. Vomit- 
ing was relatively rare but loss of appetite was fre- 
quent. Intestinal disturbances were recorded in 
44 per cent of the entire group of patients. In 50 
per cent of the entire group there was a partial dull- 
ness over the right lower lobe of the right lung, and 
diminution of the fremitus and respiratory sounds. 

While an enlargement of the left lobe of the liver in 
patients with an abscess of the right lobe is relatively 
rare, suppurating hydatidiform cyst is usually ac- 
companied by a compensatory hypertrophy of the 
left lobe of the liver. This observation is of import- 
ance for the differential diagnosis. 

Rectal examination should be done in each case 
because it may reveal the primary specific lesion. 
Examination of the feces may demonstrate the pres- 
ence of amebas. 

The differential diagnosis should include the fol- 
lowing conditions: primary cancer of the liver, cirrho- 
sis, cysts of the liver or the pancreas, perinephritis, 
subphrenic abscess, cholecystitis, pleurisy, and pul- 
monary lesions. 

In 38 patients surgical treatment was instituted; 
6 were treated conservatively. The medical treat- 
ment consisted of the administration of antibiotics 
and emetine with due attention to correction of 
dehydration and malnutrition. The surgical treat- 
ment consisted of a diagnostic aspiration followed by 
incision and drainage. In infections caused by 
amebas, emetine was given preoperatively and post- 
operatively. The operations were performed in the 
majority of cases under block, and local or general 
anesthesia. Spinal anesthesia was used only in 4 
cases. In 27 patients the abdominal, and in 8 the 
thoracic, approach was employed. 

As a rule, amebic infection causes a single liver 
abscess; if the lesions are multiple, their number does 
not exceed 2 or 3. On the other hand, pyogenic le- 
sions following angiocholitis or portal thrombosis 
are usually multiple, invading one or both lobes of 
the liver. 

Complications were noticed in 35 per cent of the 
entire group, the most frequent being pleuropulmon- 
ary lesions, subphrenic abscess, hepatitis, and car- 
diovascular disorders. Josep K. Narat, M.D. 


Primary Cancer of the Liver: Hepatoma (Le cancer 
du foie: hépatome). J. Hersen. Acta chir. 
elg., 1948, No. 8: 509. 

Primary cancers of the liver are rare occurrences. 
They represent only 1.24 per cent of all malignancies 
of the liver. They are about twice as frequent in 
men as in women. 

The author reviews the world literature on the 
subject and reports in detail on 70 cases, 10 of which 
had not been published previously. It is interesting 
to note that among these 70 cases there were 8 in 
children under 13 years, 2 being under 1 year of age. 

As to the pathologic anatomy, most of the tumors 
are true carcinomas originating from the parenchym- 
atous cells of the liver. According to their manner of 
proliferation and the amount of connective tissue 
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stroma, they are classified by most authors in three 
groups: alveolar, trabecular, and mixed hepatomas. 
The alveolar form simulates the structure of the 
normal liver, whereas in the trabecular form the 
cells grow in bands, not separated by connective 
tissue. 

Some authors use a different classification; they 
distinguish between malignant adenomas which are 
surrounded by a capsule, primary carcinomas which 
infiltrate the parenchyma without forming a capsule, 
and the carcinomas which occur in connection with, 
or as a sequel of, cirrhosis. 

The tumors may invade the neighboring organs by 
contiguity. Infiltration of the hilar lymph nodes oc- 
curs late, if ever, and metastases to distant organs 
are extremely rare. 

Other malignant liver tumors occurring as primary 
growths are cholangiomas and, quite rarely, sar- 
comas and endotheliomas. 

As to prognosis and treatment, the author does 
not share the pessimistic attitude of earlier surgeons; 
he shows that early and thorough extirpation gives 
encouraging results, provided that no ascites is 
present, and that the surface of the liver appears 
smooth rather than nodular (which would indicate 
multiple intrahepatic metastases). According to 
various French and American statistics, from 25 
to 50 per cent of the surgical patients survived for 
more than 2 years without signs of recurrences or 
metastases. WERNER M. Sotmitz, M.D. 


Recurrences after Cholecystectomy (Récidives aprés 
cholécystectomie). PrerRE MALLET-Guy. Bruxelles 
méd., 1948, 28: 2603. 


Cholecystectomy, performed indiscriminately in 
the treatment of gall bladder syndromes, is followed 
by recurrences in 30 per cent of the cases according 
to internists. 

The author speaks only of the problem of true 
recurrences of pain and jaundice that occur or recur 
after the cholecystectomy. Since they are refractory 
to medical treatment, a second operation is nec- 


In certain cases, the recurrence is obviously due 
to faulty surgical technique with injury to the com- 
mon duct. 

More often the second operation reveals an ob- 
struction unknown at the time of the first operation, 
such as a small calculus in the common duct, chronic 
pancreatitis exerting pressure on the common duct, 


or narrowing of the sphincter. The most common 
cause of recurrence after cholecystectomy, however, 
is dyskinesia of the sphincter of Oddi. This dyskine- 
sia may be primary or associated with obvious ana- 
tomical lesions which alone are discovered at the 
first operation. It is also the author’s opinion that 
the dyskinesia antedates the operation. 

The diagnosis of dyskinesia is very difficult and 
more often is impossible, even during operation for 
recurrence, if the surgeon merely explores the com- 
mon duct. In these cases the surgeon has the feeling 
that the operation was futile. The author believes 
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that the positive diagnosis of dyskinesia can be es- 
tablished only by roentgenographic and manometric 
studies of the common duct during the operation. 

The author uses for roentgenographic study the 
method as described by Mirizzi of Cordoba, Ar- 
gentina. He thinks, however, that this alone is not 
sufficient and has added the manometric studies. 
These two studies, according to the author, should 
be done routinely in all biliary surgery. The opera- 
tion is prolonged but 10 minutes. 

The author, using this technique, has performed 
770 operations. Thirty-seven of the patients had had 
previous simple cholecystectomy. The causes of 
recurrence of symptoms in these 37 cases were: ana- 
tomical factors alone in 9 cases, or 25 per cent—cal- 
culus (5), growth (1), stenosis (1), and chronic pan- 
creatitis (2); functional factors only (dyskinesia) in 
Ig cases, or 53 per cent—hypertonicity of Oddi’s 
sphincter (8), and hypotonicity of Oddi’s sphincter 
(11); and both anatomical and functional factors 
in 8 cases, or 22 per cent. 

In 1 case it was possible to confirm the integrity 
of the biliary tree from the anatomical and functional 
standpoints. The recurrence was attributed to a 
psychic factor. 

Hypertonicity of the sphincter of Oddi was treated 
by vagotomy and transduodenal sphincterotomy. 
Unilateral splanchnicectomy was the treatment of 
choice for hypotonicity of the sphincter. 

Gerrarp Gacnon, M.D. 


Further Experiences with Injured Bile Ducts. Franx 
H. Laney. N. England J. M., 1949, 240: 161. 


Early in 1923 the author became interested in the 
problem of injuries to the bile ducts, and his first 
paper on this subject dealt with the results which 
had been obtained by the complete transplantation 
of external fistulas in cases in which the common and 
hepatic ducts had been so injured and severed that 
all, or practically all, of the bile was being discharged 
externally. This operation was first proposed and 
employed by Hugh Williams at the Massachusetts 
General Hospital, in Boston. 

Since that time there has been continued interest 
in the problem of the management of patients with 
strictures of the common duct and defects in the 
— and hepatic ducts from excising sections of 

em. 

Two hundred and twenty-seven patients were 
operated upon for benign strictures of the bile ducts. 
There were 27 hospital deaths in the entire series, an 
over-all mortality of 11.9 per cent. In 139 of these 
patients, the operations have been performed since 
1943, with 12 deaths, a mortality for this period of 
8.6 per cent. In this experience nearly every known 
type of surgical approach to the problem has been 
employed. Richard B. Cattell and the author have 
now developed a method that offers the best prospect 
of a lasting, satisfactory result in cases in which it 
can be employed. A report of this method will be 
published later in a journal devoted entirely to sur- 
gery, but it is described in the latter part of the 
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present article in enough detail so that. any surgeon 
who may care to use it may do so. -These strictures 
have varied greatly in character. The number of 
previous operations these patients had undergone 
before coming to the Lahey Clinic, varied; likewise, 
the measures employed in the attempt to restore the 
flow of bile into the intestinal tract. The lesions have 
been complicated and, in many cases, unsatisfactory 
to deal with. However, when one realizes that portal 
cirrhosis or failing liver function (which is due to the 
biliary back pressure from stricture and the super- 
imposed cholangitis so frequently associated with 
this lesion) will eventually result in death in all these 
cases unless something is done, it can be understood 
that however unsatisfactory many of these cases 
may be, one must still endeavor to handle them 
surgically. This is done in an attempt to restore 
some of the patients to complete health, and to pro- 
long the lives of others, making an unsatisfactory 
state a little more satisfactory than it would other- 
wise be. 

In seeking for a method that offers more satisfac- 
tory prospects of restoring the excised or damaged 
common and hepatic ducts to normal, and thus the 
discharge of bile in the duodenum by a normal 
channel, two factors are of importance. One, out- 
standingly, is the necessity for preservation and 
function of the sphincter of Oddi. It is only by the 
preservation of this apparatus that one can be as- 
sured of the absence of ascending infection, chills, 
and jaundice, and their effect upon the liver itself. 
The other requirement is that permanent restoration 
of the main bile channels can be accomplished only 
by direct end-to-end anastomosis of the injured or 
severed duct so that there is accurate mucosa-to- 
mucosa approximation, as is necessary in restoration 
of any of the mucous membrane-lined structures in 
the body that convey either fluid or liquid. 

In the course of a large experience with mobiliza- 
tion of the duodenum and demonstration of the lower 
end of the common duct where it passes through the 
head of the pancreas and into the duodenun,, in con- 
nection with the surgical treatment of duodenal 
ulcers adherent to the bile ducts, it has been learned 
to mobilize the duodenum by mobilizing its external 
wall, and to demonstrate the portion of the common 
duct behind the duodenum and within the pancreas 
by splitting the pancreas about the common duct, 
By so doing, attention was directed to the possibility 
of mobilizing this portion of the common duct which, 
by its location within the head of the pancreas and 
behind the duodenum, is usually protected from in- 
jury no matter how many operations are done for 
repairs on cut or crushed ducts. , 

It was through familiarity with this procedure and 
with Cattell’s experience with resections of the pan- 
creas that the author became interested in so mobi- 
lizing the duodenum and so visualizing the lower end 
of the common duct behind the duodenum and in the 
head of the pancreas that whén an adequate amount 
of hepatic duct stump remains, as it usually does, 
direct end-to-end anastomosis could be accomplished. 
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In doing these end-to-end anastomoses, all sorts 
of unsatisfactory conditions are bound to arise. An 
occasional condition for which the author knows 
of nothing that can be done, is that in which the 
lower end of the duct can be found but is of such 
small, atrophic character that it is impossible (even 
after it has been mobilized) to dilate it to a size 
adequate for the introduction of a T tube of satis- 
factory caliber. In still other cases there will be so 
much destruction and scarring of the pancreas, the 
common duct, and the region about the duodenum 
that it will—very rarely indeed, but occasionally— 
be impossible to find enough duct, even though it is 
completely mobilized, to get the ends together. Still 
another complication, which has been the most try- 
ing one, is the fact that often repeated, unsuccess- 
ful attempts at repair will have so destroyed the com- 
mon hepatic duct that there will only be the separated 
intrahepatic right and left ducts. Cattell has even 
been able to anastomose successfully the left hepatic 
duct when it was impossible to find the right duct 
because of the depth of scarred duct within the liver. 
In such cases atrophy of the right lobe and enlarge- 
ment of the left have taken place, with adequate 
maintenance of liver function. Still another compli- 
cation in these trying operations has been opening 
of the portal vein in the course of searching for either 
the lower end of the duct or the end of the hepatic 
duct within the hilus of the liver. In these cases such 
bleeding has been successfully controlled by suture 
of the portal vein, but this has resulted in the neces- 
sity of terminating, at least temporarily, further 
search for the duct. 

Experiences in the surgical management of 227 
patients with benign strictures of or injuries to the 
bile ducts are presented. The development of the 
different methods employed since 1923 is outlined, 
and the disadvantages of all these measures are dis- 
cussed. A new plan, which has been employed for a 
minimum of 5 years in 43 cases, results in preserva- 
tion of the sphincter of Oddi and direct mucosa-to- 
mucosa anastomosis when it can be employed and 
offers, it is believed, both the most logical approach 
to the surgical management of this up to now dis- 
couraging lesion and the best prospect of the per- 
manent discharge of bile from the liver into the 
duodenum without complications that are involved 
in other procedures. 

Joun E. Kirkpatrick, M.D. 


Venous Block of the Spleen and Splenomegalic In- 
hibition of the Bone Marrow (Venise Blockade 
der Milz und splenomegale Markhemmung). Sr. 
GrerF and F. Spatu. Wien. med. Wschr., 1949, 99: 3- 


The authors describe 2 cases of splenic vein throm- 
bosis in women of 16 and 44 years, respectively, in 
whom the leucocyte and platelet counts presented 
great variations which occurred during periods in 
which there was no gastrointestinal bleeding. In 
the first patient the leucocyte count ranged from 
17,049 to 2,179 and the platelet count from 386,000 
to 94,615; in the second patient the leucocyte count 
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ranged from 16,400 to 2,946 and the platelet count 
from 369,000 to 93,250. In both patients leuco- 
cytosis was associated with thrombocytosis, and 
leucopenia with thrombopenia. Splenectomy was 
performed. 

While before this operation the bone marrow had 
been normal except for irritation of its red portion 
in the second patient, after the operation the red 
marrow in both patients showed considerable divi- 
sion and irritation and the white marrow was mye- 
locytic; there was an increase in the megakaryo- 
cytes. Several months later the bone marrows were 
normal. 

In both cases the adrenalin test performed before 
and after splenectomy showed the same changes in 
the blood pictures; thus, this test as an aid in the dif- 
ferential diagnosis of the splenomegalies is of doubt- 
ful value, but it reduced the size of the spleens which 
revealed that the splenomegaly was due to stasis 
and not to sclerosis. 

In the first case the cause of the condition could 
not be ascertained. In the second case the cause was 
a hypernephroma which had developed in the ven- 
tral direction and compressed the splenic vein. 

The variations in the leucocyte and platelet counts 
could be explained as follows: 

Under normal conditions the blood from the 
spleen reaches the general circulation by passing 
through the liver where the substances secreted by 
the spleen which inhibit the bone marrow are neu- 
tralized or weakened. But a collateral circulation 
had formed in both cases and allowed the blood of 
the spleen to enter the general circulation directly 
without passing through the liver. Since an antago- 
nistic influence between the spleen and bone mar- 
row can be accepted, it is reasonable to think that 
the direct passage of splenic blood into the general 
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circulation would allow the substances which in- 
hibit the bone marrow to act more intensely than 
under normal conditions. 

The alternation between leucocytosis-thrombo- 
cytosis and leucopenia-thrombopenia, especially in 
the second case, was probably due to the changes 
in pressure exerted by the tumor on the splenic vein 
so that its blood reached the bone marrow sometimes 
over the portal system and sometimes over the newly 
formed collateral vessels, and in this manner the 
splenopathic inhibition of the bone marrow was 
decreased or increased. RicHArD KemeL, M.D. 


MISCELLANEOUS 


Retroperitoneal Lymphangioma with Fistula in 
the Colon Demonstrated by Roentgenography 
(Tumeur kystique rétro-péritonéale [lymphangiome] 
fistulisée dans le célon avec mise en évidence radio- 
logique de la communication). A. Lematrre, H. 
REpOoN, and G. LEpoux-LEBARD. Mém. Acad. chir., 
Par., 1948 74: 645. 

The authors present a case of a female under ob- 
servation for an undiagnosed mass in the upper left 
quadrant of the abdomen. After a fall on the street, 
she suffered rather vague abdominal discomfort and, 
later, diarrhea of brown foul material. The physi- 
cian noted that the mass disappeared. Roent- 
genography showed a fistula between the transverse 
colon and the retroperitoneal mass. 

At operation the mass was excised, and splenecto- 
my and partial colectomy were done. The final diag- 
nosis was lymphangioma of the retroperitoneal space. 

It is the first time, in the opinion of the authors, 
that a retroperitoneal cystic lymphangioma has been 
known to rupture into the gastrointestinal tract. 

GrErarpD Gacnon, M.D. 


GYNECOLOGY 


UTERUS 


The Roentgenogram in Uterine Malformation— 
with Respect to Function (Das Roentgenbild bei 
Missbildung des Uterus—mit Hinblick auf seine 
E. Geburtsh. & Frauenh., 1948, 


By the use of hysterograms the author made a 
study of uterine malformations demonstrable by 
this roentgenographic means. The various abnor- 
malities are classified into three groups: (1) uteri 
with a more or less divided cavity (uterus septus, 
uterus subseptus, and uterus arcuatus); (2) uteri 
with two horns (uterus bicornis); and (3) uteri which 
roentgenologically may appear to be unicornate but 
may actually have an atretic horn of a bicornate uter- 
us. Each group is considered with reference to its likeli- 
hood of causing primary sterility, of causing abor- 
tion, and of permitting birth of a full term child. 

The various types of septate uteri are the most fre- 
quently found anomalies. Recognition depends to 
a great extent on x-ray examination. Primarysterility 
is not unusual and abortion often results should im- 
plantation occur. Delivery of a full term fetus is apt 
to be complicated and therefore dangerous for the 
child. Uterus bicornis presents similar and more 
serious difficulties. A unicornate uterus or a bicor- 
nate uterus with an atretic horn presents a gloomy 
prognosis so far as childbearing is concerned. 

Warren R. Lane, M.D. 


Wide Conization of the Cervix. Rosert J. CRossEN. 
Am. J. Obst., 1949, 57: 187. 


The author presents an analysis of 1,021 cases of 
cervicitis. All patients were treated by wide coniza- 
tion of the cervix, and it was possible to follow 634 
of the patients for 2 to 14 years. The infected por- 
tion of the cervix was removed by conization with 
use of the modified Crossen electrode. A wide coniz- 
ation was accomplished which allowed for removal of 
all infected tissue. Spot coagulation was applied to 
all bleeding areas, and the vaginal mucosa was in- 
verted into the canal by the use of a modified Sturm- 
dorf suture. 

Postoperative bleeding was not bothersome and 
occurred to a slight degree in only 11 cases. In 10 
cases a single tamponade was required to stop the 
bleeding, and in 1 case bleeding was stopped by 
curettage. 

Although the external os was routinely left undis- 
turbed, stricture of the cervical canal developed in 
only 16 patients, who were treated in the office by 
dilatation; only 3 required hospitalization. 

Ninety-one per cent of the patients were complete- 
ly cured of the cervicitis by this method. Additional 
cures were obtained by secondary treatment (14 pa- 
tients required reoperation, and 67 required addi- 
tional minor treatment). 


Sixty-three of the patients had subsequent deliv- 
eries at or near term; of these, 49 were first deliveries, 
following the conization. This method of treatment 
does not interfere with childbirth. It often removes 
a sterility factor, and women of childbearing age 
should not be denied the benefits of treatment. 

Cancer was discovered in 16 cases (lesions of the 
cervix in 8 cases and lesions of the endometrium in 
8). Curettage is routine before wide conization. Fif- 
teen patients had further treatment for cancer and 
are alive and well; 1 patient who refused further 
treatment is dead. 

None of the patients who submitted to conization 
has developed cancer during this period of observa- 
tion. Joun R. Wotrr, M.D. 


Malignant Tumors of the Uterine Fundus Subse- 
quent to Irradiation for Benign Pelvic Condi- 
tions. HAROLD SPEERT and THomas C. PEIGHTAL. 
Am. J. Obst., 1949, 57: 261. 


Exposure of the female genital organs to roentgen 
rays or radium may not be as innocuous as it has 
long been believed to be. 

At the Roosevelt Hospital, in New York, a survey 
of the 270 patients who have been treated for ma- 
lignant tumors of the uterine fundus revealed that 
at least 21 have had previous pelvic irradiation for 
benign conditions. 

Sixteen of these patients were treated with 
radium, 4 were treated with roentgen rays, and 
I patient was treated with both. The radium was 
applied in the uterine cavity in all but one case. 
The radium dosage varied from 350 to 1,500 mgm. 
hr. The average time interval between radiotherapy 
and the recognition of the malignancy was 8 years, 
with a variation of from 8 months to 19 years. 
Uterine myoma was the indication for therapy in 
7 cases and the curettings showed an endometrial 
hyperplasia in at least 6 instances. 

Eleven of the subsequent lesions were adenocar- 
cinomas, 3 were adenocanthomas, and 6 contained 
sarcomatous elements. 

The incidence of cancer of the uterine fundus 
among patients who had previously received pelvic 
irradiation for benign conditions was 8 per cent. 

In contrast, 0.3 per cent of patients with carci- 
noma of the cervix had received previous pelvic 
irradiation. The incidence of ‘sarcoma in this group 
was five times that of sarcoma among all the malig- 
nant uterine tumors. The possible carcinogenic 
effect of radiant energy upon the human uterine 
fundus is suggested. Joun R. Wotrr, M.D. 


Cancer of the Uterine Cervix (Cancer cervico uterino). 
ALFREDO BERNAL. Bol. Soc. chilena obst. gin., 1948, 

1g: 27%. 
In the Gynecologic Service of the San Borja Hos- 
pital from 1942 to 1948, aslightly modified Wertheim 
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operation was used in 27 patients, usually under 
spinal anesthesia, and all but 3 were then sent to 
the Radium Institute to continue their treatment. 
The patients had not been well selected since several 
presented grade 2 and 3 lesions. 

The most frequent complications were bladder 
paralysis (observed in 10 patients and due to trau- 
matism during the operation), and cystitis (caused 
by the indwelling catheter which was left in place 
for 24 hours to avoid repeated catheterization. Ab- 
scess of the cellular tissue occurred in 3 patients, 
acute bronchitis in 2, pneumonia in 3, and vesico- 
vaginal fistula in 2. There were 2 deaths: one from 
pneumonia on the twenty-first day after the inter- 
vention, the other from postoperative eventration 
on the third day. 

Some years ago the operation of Wertheim was 
relegated to second place because its mortality was 
rather high and radium therapy gave equal or supe- 
rior results; but it is now again in favor because of 
the failures and complications of radium therapy and 
because of the excellent results obtained from im- 
provement in the surgical technique, selection, and 
preparation of patients, and the use of antibiotics. 
The primary mortality of the two methods is now 
about the same. 

In the selection of patients for operation preference 
must go to those under 50, of low body weight, and in 
good general condition, having a lesion in the first 
stage or going into the second stage. Nephritis and 
processes causing persistent leucopenia are contrain- 
dications for surgery. Spinal anesthesia is best, al- 
though good results have been obtained with ether 
also despite a greater number of postoperative com- 
plications. Preoperative and postoperative treat- 
ment is as important as the operation itself; preoper- 
ative and postoperative transfusions and drop trans- 
fusion during the operation; penicillin for 24 hours 
before and 48 hours after the intervention; and sul- 
fonamides when penicillin is not available. The pa- 
tient must be hospitalized 4 days before operation 
for thorough preparation. 

Under these conditions the mortality should not 

exceed 2 or 3 per cent, and it may be further de- 
creased to reach that of radium therapy for several 
reasons. Once the cervix is removed there is no pos- 
sibility of recurrence, and the danger of metastasis 
is also eliminated. Extirpation of the pelvic lymph 
nodes is safer and more radical than their irradia- 
tion, and experimental work has demonstrated that 
~ radiations do not reach the high pelvic lymph 
nodes. 
Therefore there is the possibility that radium 
therapy does not provide a perfect cure. On the 
other hand, it sometimes causes considerable vaginal 
atresia and ureteral strictures. The fistulas, hepati- 
tis, cystitis, rectosigmoiditis, and other less impor- 
tant complications lead the author to think that it is 
best to continue operating on these patients; in do- 
ing so the conclusion will soon be reached that 
Wertheim’s operation is not a dangerous interven- 
tion. RicHarp Kemet, M.D. 
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The Value of Postoperative Irradiation of Cancer of 
the Uterus (Ueber den Wert der postoperativen 
Nachbestrahlung des Uteruskarzinoms). HEINz 
KrrcwHorr. Geburtsh. & Frauenh., 1949, 9: 17. 


There is no unanimity of opinion as to the value of 
postoperative x-ray treatment of cancer of the body 
and cervix of the uterus. The opponents maintain 
that the inflammatory processes in the operative 
region diminish the radiosensitiveness of the cancer 
cells and increase that of normal tissues, and that 
irradiation lowers the resistance of the body. 

From a review of all available statistics, Schinz 
found that a 5 year cure was recorded in 41 per cent 
of patients who underwent operation without post- 
operative treatment, while of those who were irradi- 
ated after the operation, 55.3 per cent remained 
cured after 5 years; however, the patients in these 2 
groups were not always treated at the same time so 
that a comparison is subject to criticism. For 
instance, such factors as changes in the surgical 
technique and indications for the operation, the 
performance of the operations by different surgeons, 
postwar conditions affecting nutrition, etc., may 
influence the results. Furthermore, the selection of 
material for irradiation is an important factor. 
Some surgeons leave the ovaries in situ, in young 
patients. The obscure relation between the genesis 
of cancer and endocrine factors may cloud the results 
of irradiation in such instances. 

The author presents a plea for careful statistics 
over a period of 10 years, in order to form a definite 
opinion as to the value of postoperative x-ray treat- 
ment of cancer of the uterus. 

JoserH K. Narat, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gynandroblastoma of the Ovary. Joun E. Hosss. 
Am. J. Obst., 1949, 57: 85. 


An 18 year old girl was operated upon by the 
author for the removal of a large ovarian tumor 
which contained both masculinizing and femininiz- 
ing morphologic structures. This rare tumor was 
named gynandroblastoma by Robert Meyer in 1930, 
and, to date, 21 such cases have been reported. 

The clinical features of the present case suggest 
the hormonal effects of androgens and estrogens. 

The primary tumor showed a predominance of 
androgens from a biologic consideration, since there 
was masculinization and defemininization. Amenor- 
rhea, hirsutism, and hypertrophy of the clitoris were 
present. A study of 17-ketosteroid excretion has not 
been of value. 

After removal of the tumor, and even though it 
has repeatedly recurred, there has been no biologic 
or histologic evidence of androgen elaboration, while 
there has been clinical evidence of estrogen pro- 
duction. 

Three further operations were necessary because 
of recurrence of the tumor. X-ray therapy undoubt- 
edly slowed the growth of the tumor, but was not 
lethal even in large concentration. 
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Histologically, this type of tumor lacks most of the 
criteria for malignancy, yet it is recurrent and locally 
invasive. Joun R. Wotrr, M.D. 


MISCELLANEOUS 


Vascular Congestion and Hyperemia. 
TAYLOR, JR. Am. J. Obst., 1949, 57: 211. 


Every part of the reproductive tract is subject to 
characteristic disturbances in vascular function, 
manifesting themselves in the form of arterial dilata- 
tion, venous engorgement, and probably local in- 
crease in extravascular tissue fluids. This vascular 
disorder results in pain in the breasts, ovaries, and 
parametrium, hypersecretion from the cervix, and 
menstrual anomalies. 

Independent observers have believed that for each 
organ of the reproductive tract there could be dis- 
tinguished an early phase of congestion leading to a 
later one of fibrous tissue. That such a pathologic 
process should result under conditions of prolonged 
vascular stasis is entirely possible. 

Since manifestations of the syndrome of conges- 
tion fibrosis in one segment of the reproductive tract 
are commonly found associated with signs and symp- 
toms of the disorder elsewhere, this process must be 
regarded as one which is often generalized through- 
out the reproductive system. 

Patients having symptoms of congestion of the 
genital tract are found characteristically to suffer 
from emotional instability, radiating neuralgic pains, 
and symptoms such as palpitation and indigestion. 
These associated nervous phenomena indicate a 
strong autonomic factor in the syndrome. 

Joun R. Wotrr, M.D. 


Surgical Treatment of Genital Prolapse (Tratamento 
cirargico do prolapso genital). F. Victor Ropri- 
cuEs. An. brasil. gin., 1948, 26: 365. 

At present surgical treatment is the only logical 
treatment of genital prolapse. The contraindica- 
tions are solely cachexia, terminal disease, and such 
an advanced age that the survival will probably not 
compensate the patient for the trouble of the opera- 
tion. The correction of other associated defects 
(colpocele, rectocele, enterocele, and urethrocele) 
and observance of the principle of interposition are 
absolutely indispensable in order to obtain satis- 
factory and definitive results. 

From December 15, 1938 to July 31, 1948, the 
author has operated in 82 cases of prolapse, in- 
cluding 1 urethrocystocele, 2 cystoceles without 
uterine prolapse, 25 partial prolapses, and 54 total 
prolapses. The associated lesions comprised 1 each 
of vesicovaginal fistula, rectal prolapse, and total 
perineal rupture, 4 enteroceles, and 8 rectoceles. 
Fothergill’s operation was used in 53 cases, Mayo’s 
vaginal hysterectomy in 17, Halban’s operation in 
6, Bissell’s operation in 2, and the operation of Le 
Fort, that of Spalding-Richardson, and the inter- 
position of Schauta-Wertheim-Watkins in 1 case 
each. Inhalation anesthesia was used in 6, and 
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local anesthesia in 76 cases. There were 4 post- 
operative local infections, 2 béing pyometria; there 
were no deaths and, so far as is known, no recur- 
rences. 

The immediate results of operation were very 
satisfactory. Late results were observed in a pa- 
tient who previously had undergone a Fothergill 
operation and was submitted to abdominal hyster- 
ectomy for fibroma: the uterus was found to be 
firmly anchored by fibrous adhesions to the anterior 
part of the pelvis and to be in anteversion. The 
cases of postoperative infection occurred before the 
advent of modern chemotherapy. Recovery after 
operation was usually uneventful. 

The author is firmly convinced of the enormous 
advantages of local infiltration anesthesia, for which 
he uses a 1 per cent solution of novocain with 
adrenalin; he uses it in all cases in which there is no 
contraindication, the most common of which is hy- 
pertension. It facilitates dissection and decreases 
bleeding, leaving a clear field of operation. It con- 
stitutes one of the greatest advances made in the 
surgery of prolapse and reduces the risk practically 
to nil so that help can be extended to patients of 
the most advanced age in whom the anesthetic 
risk is much more to be feared than the operative 


risk. 

Fothergill’s operation has been performed under 
local anesthesia without any inconvenience in many 
patients between 70 and 8o years of age, and vaginal 
hysterectomy has been done in several patients 
over 60 and some over 70. 

Of the numerous operations recommended, the 
author prefers those of Fothergill and of Mayo. 
With the discriminating use of these two methods 
it is possible to correct and cure all genital pro- 
lapses and to avoid recurrences. The question is 
which of the two methods should be used in a 
given case. The fact that the prolapse is total con- 
stitutes no contraindication for Fothergill’s opera- 
tion. The decision depends upon the condition of 
the uterus. Whether the uterus be very large or 
very small, if it presents greater possibilities of 
cancer because of age and associated conditions, 
it should be extirpated by the Mayo method. In 
young women who desire children, the condition of 
the uterus is taken into consideration and an effort 
is made to preserve it by using the Fothergill 
method. The presence of enterocele or hernia of 
the pouch of Douglas suggests the advisability of 
hysterectomy, which will facilitate correction of 
the defect. Fothergill’s operation offers no disad- 
vantages except perhaps that it is not the best 
method to use for patients with a rather small 
uterus. 

The abdominal route is unjustifiable for the surgi- 
cal treatment of prolapse. The damaged structures 
which require repair are all found below the peri- 
toneum and, in case it is necessary to remove the 
uterus, prolapse of this organ facilitates its ex- 


tirpation by the low route. 
RicHarD KeEmEL, M.D. 
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The Significance of Abnormal Menopausal Vaginal 
Smears. H. B. Davinson, E. L. HEcurt, and R. L. 
Winston. Am. J. Obst., 1949, 57: 370. 


In a study of 378 apparently well women of meno- 
pausal age, the vaginal smears of 12 (3.16 per cent) 
presented a disturbing picture. In this group the 
smears had a marked resemblance to those in cases 
of proved cancer. 

The cells vary in shape and form, and in many 
instances tend to form dense groups with consider- 
able overlapping and overcrowding. In some cells 
the nuclei are large in relation to the size of the cell. 
These nuclei are bizarre in shape and often hyper- 
chromatic. Nucleoli are often conspicuous. Vacuo- 
lization of the cytoplasm is often clearly evident. 
Elongation of the cells is frequent. 

Such cellular patterns ordinarily satisfy the cri- 
teria for malignancy in the vaginal smear, yet biop- 
sies have repeatedly been negative. Clinical ex- 
amination has failed to detect any sign of malignant 
disease. 

Are such smears indicative of latent cancer, or 
are they merely benign findings of no apparent sig- 
nificance? The interpretations of such smears must 
be made by only adequately trained personnel. 
Only a vast experience over a long period of time 
will prove whether or not these smears indicate 
the presence of true cancer. 

Joun R. Wotrr, M.D. 


The Modifications of the Rectal Mucosa in Cancer 
of the Uterine Cervix (Sulle modificazioni della 
mucosa rettale nel cancro del collo dell’utero). 
Paoto Bortotucct. Riv. ital. gin., 1948, 31: 412. 


The material studied consisted of 61 cases of can- 
cer of the uterine cervix. Of these, 18 cases were 
grouped, by the usual methods of classification, as 
belonging to grade 1, and 6 of these were classed, 
according to the subdivision of grade 1 as proposed 
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by Schmitz, as being in the initial stage; 26 were 
classed as of grade 2, 15 of grade 3, and 2 of grade 4. 
The rectoscopic findings of those in grade 1 consisted 
of localized edema and vascular dilatation in the 
lowermost section of the rectal mucosa. The find- 
ings of those in grade 2 consisted, as a rule, of a more 
marked edema and vascular ectasis than those seen 
in grade 1, and these were accompanied by bullae 
and hemorrhagic patches. The section of the rectal 
mucosa which was involved was the middle region of 
the rectum and particularly the valve of Kohlrausch. 
In the grade 3 cases the entire extent of the rectal 
mucosa was apt to be involved, the changes were 
even more pronounced than in the two previous 
groups, and the mucosa was covered by a whitish 
exudate on the anterior surface in the region of the 
middle valve (Kohlrausch). In the more advanced 
cases of this group there could be observed an exten- 
sive infiltration of the rectal wall, partially or totally 
encircling the bowel. 

In the 2 patients with grade 4 cancer, who, of 
course, were inoperable, the findings rectoscopically 
were those of marked thickening of the mucosa, 
notable congestion of the blood vessels, and patches 
of ulceration. In some places the mucosa in these 
advanced cases was smooth, elevated, and thickened 
with complete disappearance of the normally ob- 
served plicae. 

The author believes that since the malignant proc- 
ess in the cervix usually tends to disseminate back- 
ward toward the rectum even sooner than forward 
toward the bladder, rectoscopy will afford more 
valuable information concerning the stage of devel- 
opment and spread of the neoplastic process and its 
eventual operability than will cystoscopy. It will be 
of some value even in the inoperable cases (grades 3 
and 4) in adjudging the efficacy of, and the best 
manner of applying, irradiation therapy. 

Joun W. Brennan, M.D, 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Conservative Treatment of Placenta Previa. W. G. 
Brit. M. J., 1948, 2: 896. 


The difference of opinion in regard to the manage- 
ment of placenta previa hinges mainly on the opti- 
mum timing of intervention. Although it is almost 
standard practice to actively intervene in the pres- 
ence of placenta previa, some evidence is accumulat- 
ing to indicate that this is not always necessary, and 
certainly (in some cases) not advisable. 

Recent literature is reviewed and statistics are 
presented with regard to the fetal and maternal loss 
under both types of management. One hundred 
patients were treated conservatively. When bleeding 
occurred before the thirty-seventh week, the cervix 
was examined with a speculum and the patient was 
then treated expectantly. After the thirty-seventh 
week, depending on the size of the baby, the patient 
had a sterile pelvic examination, at which time the 
type of delivery was selected. As a rule, if the pla- 
cental margin was at the rim of the cervix, or across 
the opening of the cervix, cesarean section was then 
the method of choice. If the placenta was higher 
than this, vaginal delivery was attempted. 

The maternal mortality was apparently not in- 
creased by conservative management, and in no case 
was there a death or near death. The fetal loss was 
16.5 per cent, which is not great if one considers 
other series in which the loss ran as high as 54 per 
cent. The disadvantages of this type of treatment 
can readily be seen since the mother must be confined 
to the hospital or to her home for a considerable 
period of time and may, from time to time, have 
repeated hemorrhages requiring transfusion. The 
main advantage would seem to be the improved 
fetal prognosis, due largely to the increase in size and 
maturity of the infant. Obviously, this type of man- 
agement can be carried out only when suitable hos- 
pital facilities, including a blood bank, are available. 

James F. DonneE:ty, M.D. 


Facts Pertinent to a Rational Concept of Abruptio 
Placentae. R. A. BARTHOLOMEW, E. D. Cotvin, 
W. H. Grimes, Jr., and Joun S. Fis. Am. J. Obst., 
1949, 57: 69. 

That abruptio placentae is a manifestation of 
toxemia of pregnancy and, as such, is a phenomenon 
which may occur in any case of severe toxemia and 
interrupt the pregnancy before the convulsive stage 
is demonstrated by clinical and pathologic evidence. 

The signs and symptoms of toxemia often precede 
abruptio placentae. Abruptic placentae and toxe- 
mia occasionally occur simultaneously; the findings 
at autopsy are often identical. Acute and subacute 
hemorrhagic placental infarction is present in both. 

The sequence of events, initiated by a spasmogenic 
factor (pituitary and/or renal) on the sphincters of 


the placental veins is that of (1) obstruction to the 
outflow of fetal blood from a dependent unit of 
placenta, (2) distention, thrombosis, or rupture of 
the villous vessels with resulting enlargement and 
crowding of villi, (3) diminution of maternal blood 
and absence of fetal blood supply to villi from crowd- 
ing and thrombasis, and (4) dissemination of the 
poisonous products of the resulting placental necrosis 
with the development of signs and symptoms of 
toxemia. True toxemia may be gradual, through 
stages of mild, moderate, and severe, or may be 
fulminating. Severe toxemia may terminate in (a) 
abruptio placentae, (b) eclampsia, and (c) eclamp- 
sism. Occasionally abruptio placentae and eclampsia 
occur together. 
Renal and vascular disease are not true toxemias 
but are predisposing causes probably through a 
spasmogenic factor which may cause overaction of 
the sphincters of the placental veins with resulting 
placental infarction. Joun R. Wotrr, M.D. 


Pregnancy and Hodgkin’s Disease. S. CHARLES 
Kaspon. Am. J. Obst., 1949, 57: 282. 


Since Hodgkin’s disease as a complication of preg- 
nancy is uncommon (1 case in 6,090 pregnancies), a 
rational basis for the management of this problem is 
decidedly difficult. Three such cases seen at the 
Tumor Clinic of the Boston Dispensary, Boston 
Massachusetts, together with 29 previously reported 


“cases are analyzed. 


Hodgkin’s lymphogranulomatosis does not grossly 
affect ovulation, fertility, incidence of spontaneous 
abortion, antepartum, intrapartum, or postpartum 
hemorrhage. Similarly, the pregnancy does not 
appear to influence the course of this disease. The 
obstetric aspects of gestation, parturition, and the 
puerperium are not affected by coincidental Hodg- 
kin’s disease. 

Three reports have appeared in the literature of 
infants with Hodgkin’s disease who were born of 
mothers possessing this condition. Although this 
incidence is low, the possibility of placental trans- 
mission of the disease must be remembered. There 
is no report of injury to the shielded fetus from roent- 
gen radiation used in the treatment of Hodgkin’s 
disease. 

Interruption of pregnancy during the course of 
Hodgkin’s disease is not indicated from the evidence 
at hand. Joun R. Wotrr, M.D. 


Pregnancy Complicated by Diabetes Mellitus. H. 
H. Fouracre Barns and M. E. Morcans. Brit. 
M.J., 1949, 1: 51. 

Fifty-eight pregnancies in 45 patients with com- 
plicating diabetes mellitus were observed during a 
period of 20 years in the University College Hospital. 
These cases are reviewed and compared with con- 
cepts developed by a review of the literature. 
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In the majority of patients carbohydrate tolerance 
diminished as pregnancy progressed, but in some it 
increased prior to delivery and it was thought that 
estrogens given therapeutically may have been a 
factor in this improvement. 

The authors support the view that hydramnios is 
more common in these patients; 29 per cent of their 
patients showed this phenomenon. Hypoglycemia 
and coma were more common in early pregnancy 
while ketosis and diabetic coma were more common 
in late pregnancy. They confirm the belief that 
toxemias are more common in diabetic patients, but 
state that the increased rate depends upon what 
statistics are used in making the comparison. 

The danger to the mother is not great if adequate 
diabetic management is instituted, and the diabetes 
does not seem to become more severe if it is well 
treated. 

The authors discuss the cause of the high fetal 
mortality. They disagree somewhat with current 
views, and it is their belief that the causative factor 
may be in the maternal anterior pituitary gland. 
The abortion rate was no higher in their patients 
than in other patients. 

Babies of diabetic mothers are larger than normal, 
but those born to these mothers in the prediabetic 
state are also large; therefore, it is believed that the 
condition is not due to hyperglycemia but to the 
abnormal hormone picture with high serum gona- 
dotropin, low serum estrin, and diminished preg- 
nandial excretion. They suggest there may be an 
excess of growth hormone present. 

Byrorp F. Heskett, M.D. 


LABOR AND ITS COMPLICATIONS 


Investigations on Prolonged Pregnancy (Unter- 
suchungen ueber den Partus serotinus). Mies REEN- 
KOLA. Acta obst. gyn. scand., 1948, 28: Supp. 3. 


The author reports his studies on all cases of partus 
serotinus (prolonged pregnancy) occurring at the 
University Clinic of the Public Hospital in Helsinki 
during the period from 1917 to 1944. Included 
in the series were women whose pregnancies had 
lasted more than 300 days counting from the first 
day of the last menses. Women who had irregular 
menses before pregnancy and who were not exactly 
certain of the last period were also included. There 
were 507 primiparas and 379 multiparas, but the 
latter included only those observed from 1930 to 
1944. The weight or length of the infant was not 
used as a criterion of postmaturity. 

In comparison with the other parturients, the 
menarche occurred late and the menstrual cycle 
tended to be irregular. Oligomenorrhea was not a 
statistically significant finding, however. The body 
build of the patients often approached the infantile 
variety, with a small pelvis and most frequently of 
the generally contracted variety. There was no un- 
usual incidence of toxemia in the group studied. 

The average infant weight was high; however, 
the lower limit was not significantly greater than 
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the lower limit of normal infants. The same obser- 
vation applied to the length. There was no correla- 
tion between the duration of pregnancy and the 
weight or length of the infant. The placental weight 
followed a similar pattern. 

Labor was often prelonged. This was particularly 
noticeable in the first stage, less so in the second. 
Rupture of the amniotic sac occurred later than 
usual. Abnormal positions and presentations were 
found infrequently and operative delivery (instru- 
mental or by cesarean section) was resorted to on 
relatively few occasions. 

The infant prognosis was directly related to the 
factor of operative intervention. There was some 
evidence that some babies died from unknown causes 
before birth. In fact, about 0.6 per cent of the deaths 
were thought to be the result of the prolonged preg- 
nancy itself. The author describes 2 cases personally 
followed up by him during pregnancy in which the 
infants born were below the average in weight. 

The author concludes that one of the principal 
factors in the etiology of prolonged pregnancy is a 
weakness of the genital constitution as manifested 
by elderly primiparas or individuals with infantilism. 
Many causes, however, are as yet undetermined. 

WarrkEN R. Lane, M.D. 


Internal Podalic Version and Extraction. Henry W. 
Ervinc. Am. J. Obst., 1949, 57: 333- 


Although internal podalic version and extraction 
is an obstetric procedure hallowed by time, its value 
is often overlooked. This may be due to the con- 
sternation and controversy which has been caused by 
the proponents of routine version. 

In three and one-half years, internal podalic ver- 
sion and extraction was utilized to deliver 534 babies 
(frequency of 4.1 per cent) at the Elizabeth Steel 
McGee Hospital, in Pittsburgh. The majority of 
these patients were of private status and all were 
delivered by or under the supervision of obstetricians. 

The main indications were inertia, failure of de- 
scent, transverse arrest, and persistent occipitopos- 
terior position. Prophylactic version was done main- 
ly for the second twin, and in multiparas with com- 
pletely dilated cervices, having poor pains and with 
the head of the fetus high in the pelvis. 

In almost one-half of the cases the membranes 
were ruptured from one-half hour to 5 days prior to 
delivery. Premature rupture of the membranes does 
not contraindicate a version. The tonus of the 
uterine musculature and displacement of the head 
are the important criteria. 

There was 1 maternal death (without autopsy); 
the uterus was ruptured in 1 instance; third degree 
lacerations of the perineum occurred seven times; 
and physiologic retraction rings were noted 26 times. 

Gentleness and the rigid adherence to contrain- 
dications will prevent complications. These latter 
are marked cephalopelvic disproportion, true con- 
striction ring dystocia, a dry uterus molded about 
the child, incomplete dilatation and effacement of the 
cervix, previous section or myomectomy, placenta 
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agg an inexperienced anesthetist, and insufficient 
elp 

The gross infant mortality was 5.8 per cent, cor- 
rected 2.6 per cent. Forceps to the aftercoming 
head along with routine episiotomy are recom- 
mended. An android pelvis is dangerous with re- 
gard to infant mortality. 

Internal podalic version and extraction is an im- 
portant method of handling a difficult obstetrical sit- 
uation and more men should be adequately trained 
in the performance of this procedure. 

Joun R. Wotrr, M.D. 


Management of Occipitoposterior Position. GrEr- 
ALD W. Gustarson. J. Am. M. Ass., 1949, 139: 
280. 


The author divides occipitoposterior positions 
into three groups as far as management is concerned. 
In the largest group, which comprises some 70 per 
cent of the total, rotation will occur spontaneously 
after engagement, and with comparative ease in de- 
livery either spontaneously or with low or midfor- 
ceps. This group, he believes, can be increased by 
conservative management. 

The second group is small and comprises those 
cases in which some pelvic contraction or dispropor- 
tion is usually present so that even after hours of 
labor, engagement does not occur. In some of these 
cases engagement occurs after the second stage of 
labor is reached and they can then be classified in the 
first group; still others may be classified in the third 
group, and in some abdominal delivery will be neces- 
sary 

The third group comprises those cases in which 
engagement occurs, but there is failure of rotation 
in the so-called persistent occipitoposterior position. 
It is in the handling of these cases that there is the 
greatest difference of opinion regarding their manage- 
ment, and this group may be large or small, depend- 
ing on whether the operator is radical or conservative. 

Various types of delivery are employed, viz., the 
Barton forceps, Kielland forceps, version extraction, 
Bill’s modified Scanzoni maneuver, key and lock 
forceps rotation, and manual rotation. 

The cause of occipitoposterior position is discussed, 
and the author states that many times the position 
occurs in borderline pelves, especially of the android 
type with a narrow fore pelvis, or in those with inlet, 
midplane, or outlet contraction. The position is 
common with the syndrome of dystrophy dystocia, 
and it is frequently observed in the anthropoid 
pelvis. Other factors may be traumatic contractions, 
tumors, poor uterine action, and increased pelvic 
inclination. 

The incidence of occipitoposterior position varies 
with many factors, especially the time of examination 
of the patient, and whether labor is early or late, as 
in many cases the position is rectified after the onset 
of good labor. The author reports an incidence of 
3.6 per cent of persistent occipitoposterior positions. 
An additional 17 patients had cesarean sections. 
Labor was frequently prolonged, and in some cases 


irregular pains preceded the labor. In many cases 
rupture of the membranes occurred. 

Watchful expectancy with careful examination of 
the pelvis, including x-ray pelvimetry, is stressed. 
It is believed that the diagnosis of station is of ut- 
most importance in the management of this con- 
dition. 

Proper sedation and hydration is discussed. The 
author believes that a longer second stage of labor 
is permissible in patients with this complication. If 
interference is indicated by the condition of the baby 
when the head is at—1 station, he believes version 
to be safer than forceps. 

The technique of manual rotation is discussed. 
The author favors this method of rotation and 
applies forceps in the anterior position following 
rotation. Byrorp F. Heskett, M.D. 


Cesarean Section in Dublin. J. K. FEenry. JrishJ.M. 
Sc., 1948, Ser. 6, 755. 


The author presents considerable statistical in- 
formation with regard to cesarean section as it is 
practiced in Dublin, Ireland. The analysis is based 
on 45 annual reports of the Coombe, National 
Maternity, and Rotunda Hospitals. A total of 
108,140 patients were delivered in these hospitals 
during the years from 1932 to 1946, inclusive. In 
this group, 2,273 cesarean sections were performed, 
of which 1,415 were primary sections and 858 were 
repeat sections. The incidence of section was 2.1 per 
cent and the maternal mortality was 2.7 per cent, 
with a fetal mortality of 11.4 per cent. Various tech- 
niques of operation were carried out, although opera- 
tion on the lower uterine segment was performed in 
77 per cent of the cases. 

There were 61 maternal deaths, 17 of which were 
due to infection; 8 deaths were ascribed to hemor- 
rhage and shock, g to toxemia, 10 to pulmonary com- 
plications, 2 to anesthesia, 11 to heart disease, 3 to 
tuberculosis, and 3 to other causes. Brief case his- 
tories of the maternal deaths are presented, and the 
author concludes from his analysis of these that the 
mortality rates could be greatly reduced. 

Careful prenatal care should result in early recog- 
nition of the need of cesarean operation and im- 
mediate hospitalization. A careful review of the indi- 
cations and contraindications should be considered 
in each case prior to the operation. This should in- 
clude the proper selection of the anesthetic agent, 
or, as the author has put it so well, “the anesthetist.” 
From a technical point of view, the wider use of a 
low segment operation, early ambulation, and the 
modern techniques of combating shock, hemorrhage, 
and infection, should result in lower mortality rates. 

It was difficult, from the table, to determine the 
exact cause of fetal mortality, since in nearly all cases 
the fetal death was attributed to a maternal disease 
and it was impossible to separate such causes as 
asphyxia from prematurity, since there was no indica- 
tion as to the size of the baby. In addition to special 
pediatric care, the means of reducing fetal mortality 
associated with cesarean section are the same as 
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those used for the mother. The indications for cesar- 
ean section are listed and cases are divided into pri- 
mary and repeat sections: 


Per cent Per cent 

52.6 87 
Placenta previa.................. 12.5 0.6 
Toxemia of pregnancy........... 0.9 
Functional disorders of 

uterine action................. 6.2 1.6 
Tumors and other causes of 

3.8 
Maternal and fetal distress....... 2.9 
Ruptured uterus................ 2.0 1.9 

Previous gynecological operations.. 
Abnormal presentation........... 1.5 
1.0 4:5 


The remaining cesarean sections not listed among 
the repeat sections were probably indicated on the 
basis of a previous section. 

An urgent appeal to reduce the incidence of cesar- 
ean section is made to the obstetrician as well as to 
the general practitioner, in view of the fact that the 
maternal mortality varies between 1 and 7 per cent, 
and the fetal mortality between 5 and 20 per cent. 
The author considers that the most important factor 
in reduction of the mortality rate was well expressed 
by Bourne when he said: “As time passes (in the 
acquisition of experience) the actual operation, while 
always able to hold our attention, gradually begins 
to take second place in the general survey and treat- 
ment of the case. One of the characteristics of the 
mature and experienced surgeon is the greater im- 
portance which he attaches to the preparatory con- 
sideration of the diagnosis and to the choice of the 
particular operation which will be most calculated 
to ensure the maximum benefit to the patient, both 
immediately and in the more distant future.” 

The author concludes, from the analysis of these 
statistics, that (1) premature induction of labor be 
given a trial in selected cases of contracted pelvis, 
(2) that test labor be conducted only under hospital 
conditions, (3) that a conservative method of man- 
agement of placenta previa be followed, (4) the em- 
ployment of cesarean section in toxemia should be 
considered only in cases which do not respond to 
conservative therapy, (5) that most patients with 
heart disease withstand pregnancy and labor with- 
out difficulty, (6) that obstructing tumors should be 
displaced or removed, and (7) that manual correc- 
tion of abnormal cephalic presentation and other 
vaginal procedures should be used for abnormal 
cephalic positions. James F. DonnELLy, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


The Third Stage of Labor. A Plea for Manual Re- 
moval of the Placenta. Rosert A. CACCIARELLI. 
Am. J. Obst., 1949, 57: 351- 

The third stage of labor has repeatedly been the 
subject of much discussion and dissension, yet it is 
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the least understood, the most ill-managed, and the 
most tampered with stage. The persistence of post- 
partum hemorrhage is due to mismanagement of the 
third stage, and most deaths are preventable. 

Immediate manual removal of the placenta makes 
the operator the master of the third stage and not 
merely a timid observer. This immediate surgical 
management of the third stage of labor, done under 
aseptic conditions in the already anesthetized pa- 
tient, has reduced the incidence of postpartum hem- 
orrhage, kept blood loss at a minimum, and has 
enabled careful exploration of the uterus. 

A total of 1,625 cases were managed in this radical 
fashion without mortality. There was a morbidity 
of 4.6 per cent, although in no instance did the pro- 
cedure itself appear to be responsible for the mor- 
bidity. Inversion of the uterus did not occur and 
uterine tamponade to control bleeding was necessary 
in only 3 cases. None of the patients required blood 
transfusions for postpartum hemorrhage. 

The procedure of manual removal of the placenta 
has been unfairly condemmed because the unfavor- 
able results have been measured by the worst emer- 
gencies for which it is undertaken. It is still notor- 
iously bad when performed upon the shocked and 
exsanguinated patient. In the hands of men prop- 
erly trained, immediate routine manual removal of 
the placenta in an anesthetized patient is a safe 
practice. Joun R. Wotrr, M.D. 


Chronic Appendicitis in the Puerperal State (L’ap- 
pendicite cronica nello stato puerperale). Futvio 
ConceTTi. Riv. ostet. gin., 1947, 2: 390. 


An analysis of 33 cases of appendicitis during 
pregnancy and the puerperium, of which 31 were of 
the chronic or interval type, indicates that acute ap- 
pendicitis is exceedingly rare during the postpartum 
period, and that the chronic appendix which may 
become manifest is the result of hormonal and me- 
chanical factors operating upon a pre-existing inflam- 
mation. The re-exacerbation of such chronically 
affected appendices was found to occur with greatest 
frequency in the second month of pregnancy and in 
primiparous women. EpitTH B. Farnsworts, M.D. 


NEWBORN 


Hemolytic Disease of Newborn. P. L. Motiison and 
Marie Cutsusx. Brit. M.J., 1949, 1: 123. 


This article deals primarily with the criteria for 
determining the severity of hemolytic disease of the 
newborn at birth. The authors state that the pres- 
ence of the disease at birth can be determined by the 
Coombs test but that other criteria are needed to 
determine its severity and whether treatment is 
needed. 

Various tests were performed, some on normal 
infants, for comparison. Cord blood was collected 
at birth, and venous blood was tested several hours 
after birth. In some infants the cord was clamped 
immediately at birth and in others it was left untied 
for 5 minutes. Capillary samples of blood were taken 
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on the first day of life along with simultaneous 
venous samples. Venous pressures were measured 
and bilirubin values determined. 

The authors believe that the various types of 
hemolytic disease of the newborn, from congenital 
anemia through icterus gravis to hydrops fetalis, 
blend so gradually that other criteria are needed for 
early diagnosis and treatment. 

In their opinion, diagnosis of the severity of the 
disease by antibody titre is not too reliable. They do 
believe, however, that accurate hemoglobin deter- 
minations in cord blood offers a satisfactory cri- 
terion of the severity, and that knowledge of this 
value enables one, within limits, to give a reliable 
prognosis. Infants with a hemoglobin value of 0.8 
gm. per cent or less are likely to die within 24 hours 
of birth. These infants often show a raised venous 
pressure and probably die from cardiac failure. 
Infants with 14.5 gm. per cent or over are likely to 
recover without treatment. 

The hemoglobin values determined after birth are 
more difficult to interpret because of the placental 
transfer of blood, and the large capillary and venous 
differences in the newborn. 

Cord plasma bilirubin determinations alone are of 
little value, but when compared to cord hemoglobin 
tests a better index to the severity of the disease is 
obtained. 

Nucleated red cells were present in all moderately 
severe cases and were a striking feature of the fatal 
cases, while in mild cases these forms were within 
normal limits. 

The amount of free Rh antibody in the infant’s 
circulation, and the strength of the Coombs test are 
of very limited value in determining the severity of 
the disease. The form of Rh antibody predominating 
in the mother’s serum and the antibody titre show 
some correlation with the severity of the hemolytic 
process in the infant. 

The authors’ findings emphasize the importance of 
determining the hemoglobin and bilirubin values of 
cord blood as a means of grading cases of hemolytic 
disease of the newborn. It is not only a help in de- 
ciding on the correct treatment, but is of value as a 
method of comparing one series with another. 

Byrorp F. Heskett, M.D. 


Results of Therapy of Erythroblastosis with Ex- 
change Transfusions. ALEXANDER S. WIENER 
and Irvinc B. WEXLER. Blood, 1949, 4: 1. 


In previous articles, the authors described the 
method of treatment of erythroblastosis fetalis with 
exchange transfusion, and presented a few illus- 
trative cases in detail. The purpose of the present 
article is to summarize their results in the first 28 
cases. 

The rationale of this method of treatment is out- 
lined as follows: 

According to the authors’ concept of the patho- 
genesis of the disease, in a typical case, the Rh 
positive erythroblastotic baby is born with its red 
cells coated with univalent Rh antibodies derived 
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from the mother during intrauterine life by trans- 
placental filtration. In some cases, it is possible that 
the Rh antibodies of the “bivalent” type (agglu- 
tinins) may be milked into the fetal circulation by the 
uterine contractions during labor. These antibodies 
may cause the infants’ red cells to hemolyze or 
clump. Simple Rh negative blood transfusions suf- 
fice in the hemolytic anemia which develops from 
hemolyses. Clumping, on the other hand, may be 
more dangerous to vital organs and, in these, simple 
transfusions are not enough. Intravascular clump- 
ing, when it occurs, probably starts after birth, 
usually when the conglutinin content of the blood 
rises, and may be considered to be reversible at first 
(sludged blood). The authors believe that if the in- 
fants’ blood can be drawn off early and replaced by 
Rh blood of a compatible blood group, this clump- 
ing can be aborted, because type rh cells cannot be 
clumped by Rh antibodies in the babies’ body. 

The bleeding and infusion must be done simul- 
taneously. As the exchange progresses, it becomes 
less efficient because more of the donor’s blood is 
drawn off and less of the infant’s. Various amounts 
of blood were used. With 500 c.c. of blood, 87 per 
cent of the babies’ blood was withdrawn. With 1,c00 
c.c., 98 per cent replacement was effected. 

The Rh should be determined on all pregnant 
women. If the patient is Rh negative, the husband, 
children, and husband’s family should be tested. 
The maternal serum should be tested for presence of 
antibodies or their titre during pregnancy by the 
saline agglutination and albumin-plasma conglu- 
tination techniques. 

Women showing no sensitization are allowed to 
go to term; mildly sensitized women are allowed to 
go to term, and the infant is watched for evidence of 
anemia, jaundice, or signs of erythroblastosis; 
moderately sensitized women are delivered 2 weeks 
early and the babies are immediately treated by ex- 
change transfusion of 500 c.c.; more severely sensi- 
tized women may be delivered even earlier, the 
babies being treated with 1,000 c.c. of blood. In 
severely sensitized women the babies rarely reach 
viability. 

The authors discuss the Rh typing and antibody 
tests in great detail. The agglutination method, the 
albumin-plasma conglutination method, and the 
blocking technique are described. 

What the authors describe as a simple technique 
of exchange transfusions has been devised. They 
do not wait for tests on the babies’ blood but save 
samples for later testing unless the father is hetero- 
zygous, in which case they wait for tests. A 20 
gauge needle in the saphenous vein at the ankle is 
used for the infusion, and a 3-way stop cock allows 
for changing the speed of the infusion and also for 
the giving of medication directly into the cannula. 
First 0.2 c.c. (200 units) of heparin is injected and 
repeated after 250 c.c. of blood have been given in 
the 500 c.c. transfusion, or after 500 c.c. of blood 
have been injected when an 1,000 c.c. exchange 
transfusion is given. 
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About 15 minutes are allowed for the infusion of 
citrated blood, and soc.c. are infused before bleeding 
is started. This is accomplished by exposing the radial 
artery at the wrist and cutting a flap from its wall. 
Blood is collected in 1 oz. medicine glasses which are 
emptied into a graduated bottle. 

The infusion is always kept about 50 c.c. ahead of 
the bleeding. From 50 to 75 c.c. more blood is in- 
fused than is withdrawn. 

A 10 ¢.c. syringe of 10 per cent calcium gluconate 
is kept on hand at all times, and if signs and symp- 
toms of hypocalcemia develop, 5 c.c. are given slow- 
ly; usually, for transfusions of 500 c.c. of blood or 
less, this is not needed unless the procedure is carried 
out too fast. Penicillin was given to prevent in- 
fection. 

The cases are reviewed in detail. Of the 28 cases, 
16 were very severe, 6 were moderately severe, and 
6 were mild. Only 7 infants succumbed. The au- 
thors favor fresh blood as compared to bank blood. 

It is believed that the most reliable index of 
severity of the disease is provided by antibody 
titrations of the maternal univalent Rh antibodies 
as well as by tests for the presence of univalent anti- 
bodies in the infant’s blood. 

Byrorp F. Hesxxit, M.D. 


MISCELLANEOUS 


Maternal Mortality. An Analysis of the 10 Year Pe- 
riod from 1937 Through 1946 at the Cincinnati 
General Hospital. R. D. Bryant and N. S. As- 
SALI. West. J. Surg., 1948, 56: 611. 


The authors point out that there is no standard 
definition of maternal mortality, nor is there any 
standard method of reporting maternal mortality 
rates. They have defined maternal mortality as: 
(1) deaths during pregnancy and labor from any 
cause whatsoever; (2) deaths during the puerperium 
(the puerperium is considered as the 6 weeks follow- 
ing the day of delivery) from any cause whatsoever; 
(3) deaths any time after delivery due directly to 
complications or sequela of pregnancy or delivery, 
and continuously present since then; (4) deaths due 
to chorionepithelioma of uterine origin. As is well 
known, the bureau of census figures are based on the 


TABLE I.—MATERNAL MORTALITY 


Mortality 
Deaths Patients rate per 
10,000 
Hospital and outside deliveries; Obst. admissions 14 
Hospital deliveries Hospital deliveries 15 
Hospital deliveries Hospital live births 16 


All except abortions, ectopic] All admissions except abor- 
Pregnancies and chorion-| tions, ectopic pregnancies, 


epithelioma and chorionepithelioma 17 

All except abortions, ectopic} Ail deliveries 19 
pregnancies, and chorion- 
epithelioma 

All except abortions (Mar-} Live births 22 
garet ie Hospital) 

All deaths (New York Lying-| All admissions 29 
In Hospital) 

All deaths (Chicago Lying-In| All patients 32 
Hospital) 

International list of causes of| Live births 32 
death 

All deaths Live births 38 


number of maternal deaths in relation to total live 
births. In reporting mortality rates, other clinics 
use a variety of different methods for determination 
of the rate. 

The latest statistics reveal a significantly higher 
maternal mortality among negroes, and that nearly 
all of the deaths occurred among patients, white or 
colored, who had had poor or no prenatal care. The 
article is accompanied by an interesting table show- 
ing the difference in mortality rate per 10,000 cases, 
and calculated in a variety of different ways that 
have been reported in the past literature. 

This table clearly reflects the fact that many cur- 
rent reports are not comparable and that there is a 
striking need for some standard method of reporting 
maternal mortality. In regard to the preventability 
of maternal deaths, the authors are of the belief that 
whereas one could discuss the overall preventability 
of any group of complications, such standards ap- 
plied to a single patient are not sufficiently reliable 
to be significant. James F. DonneELLy, M.D. 
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ADRENAL, KIDNEY AND URETER 


Device for Obstructing the Urinary Flow in Intra- 
venous Urography (Urografia a deflusso ostaco- 
lato). G. Zaccone and L. Conzi. Radiol. med., 
Milano, 1948, 34: 548. 

The authors propose the use of a small distensible 
balloon attached to a common catheter and a simple 


manometer which, when introduced into the bladder © 


and inflated, serves to obstruct the flow of urine into 
the bladder. They suggest that the first films be 
made 3 or 4 minutes after the cessation of injection, 
and that the balloon then be inflated to a pressure 
between 40 and 50 mm. of mercury. The air required 
is found to vary from 400 to 800 c.c. -The procedure 
is better tolerated by the patients than the usual ex- 
ternal compression, and it results in a more detailed 
and dependable visualization. 
B. Farnsworts, M.D. 


Double Formations of the Pelves of the Kidneys 
and the Ureters. Embryology, Occurrence, and 
Clinical Significance. BENGT NorpMARK. Acta 
radiol., Stockh., 1948, 30: 267. 

The author examined 4,774 urograms taken in 
the 5-year period from 1942 through 1946. In this 
group he found 2o1 cases of double kidney pelvis, a 
percentage of 4.2. In 138 of these cases there was 
98 a double formation of the ureter, a percentage 
of 2.8. 

Of the 201 cases of double formation of the kidney 
pelvis, 46 were bilateral and 155 unilateral. Of the 
138 cases of double formation of the ureter, 19 were 
bilateral and 119 unilateral. 

When the different kinds of double formations of 
the ureter were arranged in order according to their 
occurrence, the following figures were obtained: 

1. Cases with unilateral incomplete division of the 
ureter, 60 (1.3 per cent). 

2. Cases with unilateral complete division of the 
ureter, 59 (1.3 per cent). 

3. Cases with bilateral complete division of the 
ureter, 11 (0.2 per cent). 

4. Cases with bilateral incomplete division of the 
ureter, 5 (0.1 per cent). 

5. Cases with complete division of the ureter on 
one side and incomplete division on the other, 3 
(0.06 per cent). 

Of the 201 patients with double formation of the 
pelvis, 98 were women and 103 men. Of the 155 
unilateral cases of double formation of the kidney 
pelvis, 62 were on the right and 93 on the left side. 
There was no evidence of any family connection in 
these cases of malformation. 

The author reports the statistics of other investi- 
gators and outlines the embryologic theories causing 
reduplications. Most of the writers believe that 
these malformations are of clinical significance. 


Of the 201 case analyses, 48 showed symptoms of 
cystitis or pyelitis and, further, 15 showed a renal 
calculus with a calculus in the ureter in conjunction 
with double formation of the kidney pelvis or of the 
ureter. However, also 13 cases of calculus of the 
kidney or of the ureter on the side on which the kid- 
ney was not affected by any malformation were 
found. The author suggests that the reason so many 
cases show symptoms of disease, lies in the type of 
material. 

Most of the patients on whom such a thorough 
and costly examination as a urogram is carried out, 
show symptoms in the urinary passages. This also 
means that these malformations are not quite so 
common as an investigation of this kind seems to 
indicate. The author believes that from the view- 
point of therapy, it is very important to know 
whether or not a double kidney is present, and he 
presents 5 cases in which this knowledge was of 
paramourt importance. 

Rosert O. BEADLES, M.D. 


A Case of Chyluria of the Right Kidney (Un caso de 
quiluria de rifién derecho). JAvieER HUpER. Arch. 
espan. urol., 1948, 5: 99. 

A typical case of chyluria is here reported, al- 
though operation had not yet been done, in order to 
present its odd history and the characteristic roent- 
gen picture of this rare condition. About 10 years 
ago the patient, a 43 year old single woman who had 
never been outside of Spain, except one time when 
she went to Bordeaux in France, was laparotomized 
through a supraumbilical, midline incision for an 
acute condition of the abdomen. A year later her 
appendix was removed through a right lower abdom- 
inal incision. Six years later the patient suffered 
from headaches and noted that the urine looked 
dirty. The milky, grayish color was shown to be due 
to the presence of chyle. This chylous discharge 
showed a close relationship to the recumbent body 
posture. The urine was practically clear during the 
day but developed the opalescence during the night 
—usually after midnight. 

Cystoscopy disclosed the milky, chylous fluid 
coming from the right ureter, and ascending pyelog- 
raphy disclosed the characteristic lymphatic reflux. 

The author surmises that the condition has some- 
thing to do with the cicatricial developments follow- 
ing one or the other of the abdominal operations. 
Probably the supraumbilical incision marked the 
origin of the condition interfering with the lacteal 
flow and directing it against the hilus portion of the 
kidney. 

A further report on this case will be made when the 
patient makes up her mind to be operated upon, 
which decision the author surmises will not be too 
far distant in the future. 

Joun W. BRENNAN, M.D. 
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Sympathicob astoma in Children Under 
5 Years of Age (Simpaticoblastomi pararenali in 
bambini sotto i cinque anni). Giorcio DE Maro. 
Urologia, 1948, 15: 393- 

Four cases of pararenal sympathicoblastoma in 
children under 5 years of age are reported by the 
author. In 3 cases the preoperative diagnosis was 
pararenal tumor and in 1 case that of kidney tumor 
was made. The patients’ ages ranged from 15 months 
to 4% years. 

The tumors were malignant, had a dysontogenetic 
etiology and showed a neuroblastic evolution. In the 
histologic examination it was possible to distinguish 
three varieties : sympathogoniomas, neuroblastomas, 
and ganglioneuromas. 

The tumors occur more frequently in the female 
than in the male sex. All 4 patients in the cases re- 
ported by the author were girls. 

The tumors vary in size, have either a smooth or a 
nodular surface and a fibrous capsule, and may be 
adherent to the spine and the paravertebral] tissues. 

Pain in the affected hypochondrium or the flank 
is followed sooner or later by pallor, other signs of 
cachexia, and visceral or osseous metastases. 

The discovery of a tumor on palpation, and also 
ascending and descending pyelography help to estab- 
lish the diagnosis. Malignant lymphogranulomas, 
tumors of the liver, and splenomegaly should be con- 

sidered in the differential diagnosis. A tumor of the 
suprarenal gland cannot be excluded with certainty 
before the operation. 

The prognosis is poor and seems to have no rela- 
tion to the degree of maturity of the tumor. 

Either the transperitoneal or the lumbar route is 
used for exploration and for removal of the tumor if 
possible. 

Postoperative irradiation may prolong life. 

JoserH K. Narat, M.D. 


Results of Surgical Treatment of Unilateral Neph- 
ropathy in Hypertension (Résultats du traitement 
chirurgical des néphropathies unilatérales dans l’hy- 
J. Crpert, M. Revo1, and S. KAnTor. 

. urol. méd., Par., 1948, 54: 538. 

The authors discuss the cases of a series of 20 
hypertensive patients in whom surgery of the kidney 
was performed for various lesions. Eighteen of the 
patients underwent nephrectomy, 1 decapsulation, 
and 1 pyelotomy for a kidney stone. The renal 
pathology included hydronephrosis, tuberculosis, 
lithiasis, nephrosclerosis, and hypoplasia of the 
kidney. 

Sixteen of the patients showed a definite, some of 
them a spectacular, decrease of the hypertension. 
Even in those in whom the blood pressure decreased 
only a little or not at all, the other symptoms such 
as headache, asthenia, and visual disturbances 
cleared up more or less. 

It is important to select judiciously those patients 
who are likely to benefit from the operation. Strictly 
unilateral severe nephropathies are comparatively 
rare. Only persons under 50 years of age with hyper- 
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tension of relatively recent origin can be expected to 
show amelioration or, in rare instances, complete 
cure. WERNER M. Sotmitz, M.D. 


The Remaining Kidney in Tuberculous Cystitis 
after Nephrectomy (Le rein restant dans la cystite 
tuberculeuse apres néphrectomie). GEORGES Mayor. 
J. urol. méd., Par., 1948, 54: 513. 

The author studied a series of 164 cases of tubercu- 
lous cystitis after nephrectomy and its influence on 
the remaining kidney. The cases were collected 
partly from the literature and partly from the hospi- 
tals at Paris and Lyon, France, and at Bern and 
Zurich, Switzerland. 

The relations between renal and vesical tubercu- 
losis are little known at present. It has been proved 
experimentally that the introduction of Koch bacilli 
into the bladder has never produced tuberculous 
cystitis. Hence, it can be concluded that infection 
does not occur from contaminated urine. In most 
cases, infection of the bladder takes place by way of 
the lymphatics along the ureter from the tuberculous 
kidney. The initial lesions are always situated at the 
ureteral os. Hematogenous infection occurs in rare 
cases only, if at all. 

After nephrectomy the cystitis may clear up com- 
pletely, or reinfection may occur, either from the 
remaining kidney, a focus in the prostate, or from 
the stump of the amputated ureter. Recurrences 
of an apparently healed tuberculous cystitis may 
also be caused by an intercurrent nonspecific infec- 
tion of the bladder. 

Retrograde infection of the remaining kidney can 
occur only when the intramural portion of the ureter 
becomes involved. The ureter runs obliquely through 
the bladder wall to the base of the trigonum. As a 
result, in normal cases the internal os is closed in in- 
creased vesical pressure like a valve, and no reflux 
can take place. Intramural tuberculous ureteritis, 
however, leads to diminution of the tonus, sclerosis, 
and insufficiency, or, in rarer cases, to stenosis of the 
intramural ureter. Clinical symptoms of insufficiency 
are pollakiuria, pyuria, and pains in the lumbar 
region of the remaining kidney, especially when the 
bladder is full and during micturition. Cystoscopy 
reveals a wide open orifice of pale color, diminished 
tonus, and poor peristalsis. Often specific lesions or 
scars can be seen on cystoscopic examination. The 
amount and intensity of reflux can be verified by 
cystography or intravenous urography. The insufh- 
ciency of the orifice combined with the diminished 
tonus leads to gradual dilatation of the ureter, which 
may reach enormous dimensions. The pathological 
reflux is aggravated by spasms of the vesical sphinc- 
ter and difficulties of urination. In men, tuberculous 
prostatitis and urethritis are additional factors which 
maintain the cystitis, ureteritis, and retrograde in- 
fection of the remaining kidney. 

Various pathologic conditions of the remaining 
kidney may result. Hydronephrosis and gradual de- 
struction of the renal parenchyma are due to the 
reflux and increased intraureteral pressure. Whether 
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tuberculosis of the remaining kidney is hemato: 
nous or due to the reflux from a tuberculous bladder 
is still an open question. Unjudicious ureteral cathe- 
terism may also play a causative role. Since all 
tuberculous bladders are secondarily infected, as- 
cendant pyelonephritis and purulent nephritis are 
frequent complications. Other complications include 
prostatitis, epidydimitis, lithiasis of the kidney or 
bladder, and incontinence. 

Medical treatment has only a temporary effect, if 
any. Vesical instillations give relief for some time 
but do not influence the specific lesions. Strepto- 
mycin had been applied only in 1 case, without suc- 
cess. Surgical treatment in the area of the ureter 
includes meatotomy, dilatation of the stenosed ure- 
ter (3 cases), permanent ureteral catheterism (3 
cases), and ureterotomy followed by retrograde 
catheterism.(2 cases with poor result). Surgery of 
the bladder includes simple cystostomy (8 cases), 
plastic operations (which are rejected by the author 
as too dangerous), and ureterocystoneostomy, which 
was done in 1 case with excellent success. Resection 
of the neck of the bladder, either for stenosis or 
spasm, was done in 17 patients. Ten of these had 
good results, 4 fair results, and 3 poor results. 

Implantation of the ureter in the colon was done 
in 18 cases for various indications. Most of the pa- 
tients died of ascendant pyelonephritis and uremia 
within 2 years. External ureterostomy is much safer 
than this dangerous operation. Elimination of the 
bladder gives prompt relief of the pains, cures the 
cystitis, and abolishes the danger of reflux with all 
its sequelae. The late results in 99 patients were 
good in 69, fair in 7, and poor in 23. 

Nephrostomy is done in pyonephrosis only, as a 
rule. In 7 of 13 patients, the results were good. In 4 
additional patients nephrostomy was followed by 
implantation of the ureter in the sigmoid with good 
results. WERNER M. Sotmitz, M.D. 


Cause of Hematuria. Hamitton W. McKay, 3 
Haynes Barrp, and KENNETH M. Lyncu, JR. 
Urol., Balt., 1949, 61: 1. 


The authors report in detail 2 cases of vascular 
lesions of the renal papillae, and present their con- 
clusions, based on experience in these 2 cases, and a 
review of the literature. 

The first case was that of a 39 year old negro who, 
in 1944, had gross hematuria which persisted for 
several days and for which he received no therapy. 
Three months prior to admission to the hospital, 
on February 18, 1947, the hematuria recurred. After 
it had been determined that he was bleeding from 
the left kidney, the left renal pelvis was irrigated 
with 1 per cent silver nitrate without beneficial 
results. Complete urological and hematological 
studies failed to reveal the etiology of the hematuria. 
After an interval of 3 months, and a 10 to 15 pound 
weight loss, he was hospitalized. Except for grossly 
bloody urine, no abnormalities were found on a com- 
plete survey. A nephrectomy was performed. The 
pathologist reported that the kidney was normal ex- 
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cept for the tip of one pyramid in which there was a 
collection of dilated veins with hemorrhage into the 
surrounding tissue. Microscopically, rupture of a 
dilated vein into the pelvis of the kidney was noted. 

The second case was that of a 67 year old white 
housewife who, on retrograde pyelography, pre- 
sented a picture similar to that in Case 1, with gross 
hematuria and right hydronephrosis, and moderate 
left hydronephrosis. Because of the persistent hema- 
turia and bizarre left renal shadow, a nephrectomy 
was performed, . The pathological report read in 
part: ‘At the lower pole is encountered a pyramid, 
the apex of which contains numerous small foci of 
hemorrhage and from which a small amount of 
sanguineous fluid can be expressed. The mucosa of 
the adjacent calyx is somewhat hemorrhagic and 
appears to be ulcerated. Histological sections 
through these areas show an extensive inflammatory 
infiltration in the medullary and peripelvic portion. 
In one area the histologic findings are suggestive of a 
direct continuity between a moderate sized vein and 
a markedly inflamed portion of the calyx with ex- 
tensive necrosis of the peripelvic tissue and massive 
hemorrhage. Focal, partially necrotizing pyelone- 
phritis in isolated calyces with massive hemorrhage.” 

In their review of the literature, the authors 
found 21 cases in which similar lesions were classi- 
fied as varicosities, and 92 other cases which were 
classified as angioma of the kidney, chronic papil- 
litis, chronic hemorrhagic papillitis, or chronic in- 
flammatory and vascular changes in the papillae. 
Of the 92 cases, only 15 were believed to have con- 
tributed to the literature on the subject. The cases 
were classified in two groups, one group including 
the cases of vascular irregularities—either renal 
varix or angioma—the other, those which showed 
lesions interpreted as inflammatory in nature. 

The authors propose that the lesion in their first 
case be called a hamartoma—‘“‘the congenital over- 
development of some tissue element which belongs 
at the site at which it is found.” The second group 
of cases have been combined under a diagnosis of 
hemorrhagic papillitis. Isolation of a bacterial agent 
was unsuccessful. However, in many of the cases 
reported by others the condition was apparently 


pyelitis due to the colon bacillus with ulceration into’ 


a sizable vessel. 

In cases in which the bleeding is persistent, serious 
and unilateral nephrectomy is recommended after 
conservative attempts have failed. 

Peter L. Scarpino, M.D. 


BLADDER, URETHRA, AND PENIS 


Occlusion of Vesical Orifice after Suprapubic 
Prostatectomy. ALBERT E. GOLDSTEIN and SEy- 
mour W. Rusin. J. Urol., Balt., 1948, 60: 499. 


Complete occlusion of the vesical orifice following 
suprapubic prostatectomy is a very rare complica- 
tion. Only 26 cases have been recorded in the Eng- 
lish and American literature, including the 3 cases 
reported by the authors. 
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All of the reported cases have the occluding dia- 
phragm of mucosa at the vesicoprostatic juncture. 
When the suprapubic sinus persists, occlusion below 
should be suspected. Persistent instrumentation in 
the presence of such an occlusion at the vesical 
orifice may result in serious complications. 

The treatment of occlusion at the vesical orifice 
consists of suprapubic cystotomy and excision of the 
diaphragmatic obstruction over a urethral sound. 
The prognosis is excellent. Complete occlusion fol- 
lowing operation may be prevented by careful ex- 
cision of mucosal tags and ledges and by the use of 
an indwelling catheter. 

Freperick A. Lioyp, M.D. 


Cystitis Glandularis. Hans R. Saver and MicHAEL S. 
Buick. J. Urol., Balt., 1948, 60: 446. 


Cystitis glandularis is of fairly uncommon occur- 
rence and the difficulties encountered in the diag- 
nosis of this lesion have been adequately described 
by various authors. Because of its often confusing 
cystoscopic and microscopic appearance, the condi- 
tion may easily be mistaken for carcinoma, and pro- 
longed observation is necessary in some cases before 
the true nature of the lesion can be recognized. 

Following a study of 7 cases, the authors have 
come to the conclusion that cystitis glandularis 
should be considered a separate clinical entity. Its 
recognition may be difficult in some instances, yet 
there are. certain findings which seem to be pathog- 
nomonic. 

Cystitis glandularis need not impair the patient’s 
well-being to any great extent. Although cystoscopy 
revealed quite extensive lesions, and although the 
patients were suffering from a chronic condition with 
symptoms of varying severity and duration, it was 
noted that their general health remained unimpaired 
by the disease. As a rule the symptoms of the dis- 
ease were not characteristic. Dysuria, always in 
combination with frequency, was the most com- 
mon complaint. Intermittent hematuria was the 
next frequent symptom, and in 1 patient the persist- 
ent elimination of clear and tenacious mucus was the 
only complaint. Since hematuria, frequency, and 
dysuria are known to occur as a result of various 
urological disorders, not too much diagnostic signifi- 
cance can be attributed to their occurrence. It ap- 
pears likely that they are caused by superimposed 
infection rather than by the disease itself. In con- 
trast, constant elimination of clear mucus during 
and/or after urination is of diagnostic importance 
because it indicates the presence of mucus-produc- 
ing glands in the genitourinary tract. However, 
since mucin may be secreted in such small quantities 
that its elimination may occur unnoticed by the 
patient, it is advisable to carry out mucin tests 
whenever glandular cystitis is suspected. 

The vesical neck and trigone, as well as the lower 
posterior and lower lateral walls, are the site of pre- 
dilection, yet other parts of the bladder may oc- 
casionally be affected by the disease. It was noted 
that the lesions remained localized to the areas 
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where they were originally observed, and neither 
progression nor regression took place throughout 
the period of observation. 

It is generally agreed that cystitis glandularis re- 
mains more or less confined to the bladder proper. 
The absence of changes in the prostate and seminal 
vesicles, as determined on rectal examination, was 
also conspicuous. 

Cystoscopic examination represents the most val- 
uable procedure in the diagnosis of glandular cystitis. 
In the cases observed the bladder capacity was not 
significantly reduced and the instrumentation was 
not unduly painful, although some of the lesions had 
assumed considerable proportions. 

The cystoscopic picture of cystitis glandularis ap- 
pears to be characterized by two distinctive types of 
lesions. The first consists of mammillated bleblike 
structures which are separated by deep ridges. Al- 
though the lesion resembles bullous edema at first 
sight, it differs because the bleblike elevations are 
fleshy in appearance and lack transparency. 

The second type is characterized by the formation 
of fleshy villouslike proliferations. While the first 
type may give the impression of tumor growth under- 
neath the mucosa, the second may very easily be 
mistaken for tumor originating in the mucosa itself. 
However, it is characteristic for both forms that the 
transition from diseased to apparently unaffected 
bladder mucosa is usually quite abrupt. 

Although the afore-mentioned factors are of con- 
siderable diagnostic value, the final confirmation of 
the diagnosis rests on the histologic findings. The 
microscopic appearance of this condition may closely 
resemble either squamous cell carcinoma or adeno- 
carcinoma. 

The treatment of cystitis glandularis should be 
conservative. Active bleeding from a small area can 
be arrested by electrocoagulation. If infection is 
present, its source, if determined, should be elimi- 
nated. In other cases, it should be treated with uri- 
nary antiseptics. FrepeErick A. Litoyp, M.D. 


Gangrene of the Penis (Gangrenas del pene). JorcE 
LocxHart. An. Fac. med. Montev., 1948, p. 957. 


The male urethra forms three angles: (1) the in- 
ferior angle, created by the intracavernous dia- 
phragm, (2) the middle or cavernous angle, at the site 
of separation of the corpora cavernosa where they 
lose their connection with the pubic bone, and (3) 
the superior angle, where the pendulous portion 
begins. 

Periurethritis at the level of the third angle has 
the greatest tendency to produce gangrene of the 
penis. In a lesser degree, the second angle shows a 
similar tendency. 

Gangrene of the penis shows a multiplicity of 
clinical forms, the most frequent one being the spon- 
taneous or fulminating form described by Fournier. 

The gangrene may be superficial or deep, and it 
may take an acute or chronic course. Gangrene is 
always preceded by-a pregangrenous lesion such as 
an erosion or balanoposthitis. 
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There is a definite histopathologic, etiologic, and 
evolutionary parallelism between the cutaneous 
gangrene and certain forms of phagedenic conditions. 

Phimosis creates optimal conditions for the de- 
velopment of a gangrene by favoring inflammatory 
processes within the balanopreputial cavity. 

Infection is the most important factor in the eti- 
ology of the gangrene of the penis, but chemical 
factors, such as the local application of kerosene, 
have also been mentioned in the literature. 

Postoperative progressive cutaneous gangrene, 
similar to conditions of the abdominal wall described 
by Meleney, has been observed by the author. 

In 2 instances the author saw a dissecting peri- 
cavernitis of gangrenous type. 

The glans penis is the most frequent site of gan- 
grene which rapidly invades deeper tissues. In the 
anatomic sense the glans is quite independent from 
the rest of the organ, a fact which allows the per- 
formance of its amputation. 

An inflammatory phimosis, responsible for a grave 
general condition, is strongly suggestive of gangrene 
of the penis and demands an immediate dorsal split 
or circumcision. 

Gangrene of the penis, whatever clinical form it 
assumes, has a great tendency to limit itself spon- 
taneously, and already in early stages forms a line of 
demarcation. Therefore, although the results are 
mutilating, the prognosis for life is good. 

As to the treatment, exposure to air, associated 
with the local and general administration of anti- 
infectious remedies, is sufficient to lead the evolution 
of the process toward a cure. If the lesion is exten- 
sive, its borders should be excised with electro- 
surgery. JoserH K. Narat, M.D. 
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Carcinoma Cells in Prostatic Secretions. DonaALp 
D. ALBERS, JoHN R. McDONALD, and GERSHOM J. 
Tuompson. J. Am. M. Ass., 1949, 139: 299. 


This study was conducted to demonstrate that 
carcinoma of the prostate can be diagnosed by ex- 
amination of the prostatic secretions. Other infor- 
mation sought for concerned the accuracy of this 
test in regard to prostatic carcinoma in general and 
well differentiated prostatic carcinoma in particular, 
the criteria for the diagnosis based on a study of the 
prostatic secretions, the diagnosis of prostatic ma- 
lignancy before it is clinically evident, and the 
components of prostatic secretions which might be 
confused with malignant cells. 

Prostatic secretions were obtained by the cus- 
tomary method of prostatic massage, and a drop of 
secretion was placed near the end of each slide. 
This was spread in a circular manner with an ap- 
plicator. Before drying, the slides were immersed in 
an alcohol-ether mixture (equal parts of 95 per cent 
alcohol and ether) in Coplin jars. An attempt was 
made to prepare at least four slides for each patient. 
These slides were left in the fixative for not less 
than 30 minutes. 


The slides were passed through three strengths of 
alcohol (80, 70, and 50 per cent) and then through 
tap water. They were then either allowed to dry 
or started on the rest of the straining procedure im- 
mediately. The technique used was a routine hema- 
toxylin-eosin method with certain shortcuts, but any 
routine hematoxylin-eosin technique should be satis- 
factory after some experience has been obtained. 

All slides from each patient were examined at 100 
power, the mechanical stage being used to assure 
complete coverage. Any suspicious cell was exam- 
ined under 430 power for identification and, when 
considered worthy, was marked with ink for further 
reference. In general, it took from 20 to 30 minutes 
to cover four slides adequately, particularly if no 
malignant cells were seen. When malignant cells 
were present, they were usually found on the first 
slide and sometimes the diagnosis could be made 
in a few seconds. 

Initially, in order that an acquaintance with the 
prostatic epithelial cells in secretions of both benign 
and malignant prostates might be obtained, smears 
were made by expressing, on slides, pieces of pro- 
static tissue removed at transurethral resection and 
studied. In all, about 30 slides were studied; the 
findings revealed benign conditions and the four 
grades of cancer of the prostate (Broders’ classifica- 
tion). Then the prostatic secretions from two series 
of cases were studied. Series 1 consisted of 100 pa- 
tients with clinically benign prostatic hypertrophy, 
all scheduled for transurethral resection, and series 
2 comprised 41 patients with clinically malignant 
disease of the prostate, most of whom had obstruc- 
tive symptoms and were scheduled for operation. 
Only one specimen was taken in each case. 

The benign secretions contained few cells except 
when prostatitis was present. 

Malignant secretions contained benign cellular 
components in variable amounts, but usually the 
amount of prostatic epithelium was increased. In 
this study, every secretion called “‘positive’’ for car- 
cinoma cells contained clusters of malignant cells. 
In poorly differentiated carcinomas, single carcinoma 
cells were also plentiful. In the well differentiated 
carcinomas, the cells were not very typical and the 
presence of clusters of cells were considered essential 
for the diagnosis. 

Confusing components of prostatic secretion were 
many, and the time spent in distinguishing them 
from malignant cells varied. The nuclei of squamous 
and transitional epithelial cells are large, and when 
the cytoplasm stains poorly these cells appear to 
have large nuclei and to lack cytoplasm. The nuclei 
may even contain pale nucleoli, but usually the simi- 
larity of these nuclei to those of other typically 
squamous cells and the lack of hyperchromicity were 
revealing. 

A very confusing cell-like structure was found 
when spermatozoa were seen in the smears. These 
structures appeared to consist of homogeneous dark 
blue nuclei with very eosinophile cytoplasm. Even 
nucleoli were apparent at times. These cell-like 
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structures were easily recognized most of the time, 
but their recognition was considerably difficult until 
experience was gained. 

In the secretions of 3 of the 100 patients in whom 
a diagnosis of benign hypertrophy was made pre- 
operatively, carcinoma cells were seen. The obser- 
vations in these 3 cases were confirmed pathological- 
ly at transurethral resection. Similar histologic pic- 
tures were presented on examination of sections of 
tissue, the degree of malignancy being graded 2 
(Broders’ method). In these 3 cases, the symptoms, 
which were similar and referable to the urinary 
tract, included frequency, nocturia, urgency, small- 
ness of the stream, difficulty in starting the stream, 
and some burning. The ages of these 3 patients were 
between 40 and 60 years. 

In the fourth case in this series the prostate was 
found to be malignant (grade 1) on histologic exam- 
ination. There were small glands that lacked papil- 
lary infolding, there was lack of stroma, and it was 
difficult to distinguish the cells from normal cells. 
However, the secretion from this patient was not 
considered diagnostic when it was compared with 
the secretion from benign prostates that showed, on 
section of tissue at surgical removal, hyperplasia of 
the epithelium and resultant filling of some of the 
acini. 

The cases in this series in which secretions were not 
obtained or in which no proof of malignancy was ob- 
tained on examination of the prostatic tissue were 
all cases of advanced carcinoma of the prostate clin- 
ically. Many of the patients had metastases, and 5 
of these from whom secretions were not obtained 
had undergone resection previously. 

The patient whose prostatic secretions failed to 
reveal carcinoma was observed, on examination of 
prostatic tissue, to have carcinoma of the most high- 
ly differentiated grade (grade 1). 

In the 1 case in which prostatic secretions were 
positive for carcinoma cells and the prostatic tissue 
did not show carcinoma, every piece of 19 gm. of 
tissue removed at transurethral resection was sec- 
tioned and examined but carcinoma was not found. 

In 2 of the cases in which both the secretion and 
tissue were positive for carcinoma, the lesions were 
well differentiated carcinomas showing gland forma- 
tion but malignant changes in the cells (grade 2), 
and in the rest the lesions were poorly differentiated 
carcinomas (grades 3 and 4). In 4 cases there was 
some question preoperatively as to whether the pa- 
tients had a malignant lesion. 


Bladder Neck Obstruction: A Review of 508 Cases 
Treated by Endoscopic Resection. Henry Mor- 
TENSEN. Med.J. Australia, 1948, 2: 714. 


The author briefly reviews the development of 
the periurethral route in operations for bladder neck 
obstruction. The first definite description of such an 
approach was given in the sixteenth century by 
Ambroise Paré. In recent years, with the advent of 
the electric current and the galvanocautery, instru- 
ments were devised to remove tissue by coagulation. 
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The varied instruments of this period are described 
and illustrated. The procedures were blind, and 
the scarring, sepsis, and hemorrhage doomed the 
method to failure. Then the development of the 
cutting current and foreoblique endoscopic vision 
ushered in an era of enthusiasm for periurethral 
prostatic resection. After an early optimistic period, 
a reaction set in and the complications such as per- 
foration, stricture, hemorrhage, incontinence, and 
inadequate resection were stressed as limitations of 
the operation. The position today has righted itself 
and endoscopic resection has found its proper place. 

Over a 5-year period 689 cases of bladder neck 
obstruction were observed by the author in his 
private practice. In 508, or 82 per cent, he performed 
endoscopic resection with the McCarthy electro- 
tome. He presents his experiences, in which the results 
were considered very good. The average age of the 
patients in this series was 67.5 years. The mortality 
rate was 3.1, a figure which would have been lower 
had the author not accepted comparatively poor 
risks for this procedure. Patients were up from the 
first to the fourth day and usually out of the hospital 
on the tenth day. Postoperative complications were 
relatively infrequent. Some early urinary sepsis and 
residual urine in the immediate postoperative period 
cleared with epithelization of the resected area and 
recovery of the bladder tone. 

The author is particularly fortunate in that re- 
admission for secondary hemorrhage occurred less 
than once a year. An inflatable bag with continuous 
48-hour irrigation and no traction was used. Some 
degree of incontinence was present in 23 cases, but 
in only 2 of them was there any degree of perma- 
nence. This complication is now commonly thought 
to be due to inadequate resection which permits the 
prolapse of tissue through the external sphincter. 

Formation of stricture is obviated by properly 
executed meatotomy or perineal urethrotomy 
through which the resectoscope is introduced if there 
is difficulty in introducing a large sound. There 
were 10 stricture complications; in 1 case dilatations 
were necessary for 6 months. Persisting obstructive 
symptoms requiring further resection occurred in 
only 6 cases. 

There is no indication as to how much tissue is 
removed, but one obtains the impression that resec- 
tion down to the capsule is not done. A massive 
obstructing gland is considered a contraindication to 
endoscopic approach. Questionnaire follow-up on 
subjective relief elicited graded responses varying 
from excellent in 72 per cent of the patients to poor 
in 1 per cent. Attan K. Swersig, M.D. 


Perineal Prostatectomy Today. Danie. R. HIGBEE. 
J. Am. M. Ass., 1949, 139: 141. 


The purpose that Dr. Higbee had in presenting 
this subject was twofold: first, to present additional 
evidence on perineal prostatectomy as to its relative 
safety and good end results and, secondly, to en- 
deavor to stimulate. wider interest in the perineal 
surgical treatment of cancer of the prostate. 
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Perineal prostatectomy has not had the popularity 
of suprapubic and retropubic prostatectomy or 
transurethral resection. The author’s reasons for 
this are: (1) lack of familiarity with anatomy of the 
male perineum, (2) inadequate teaching or complete 
lack of it in many of the well organized medical cen- 
ters, and (3) the lack of courage of the surgeon to 
follow through and master the approach in spite of 
having previously encountered a difficult case, or 
one of the more serious complications associated 
with this surgical procedure. 

Perineal prostatectomy is the one operation by 
which almost any pathological change encountered 
in the gland can be adequately dealt with. The 
great advantage of this operation, according to Hugh 
Young, is that it is performed in complete visual 
control of the operator, hemorrhage that is encoun- 
tered is stopped, the enucleation is complete, the veru- 
montanum, ejaculatory ducts, the internal and ex- 
ternal sphincters are protected, dependent drainage 
for urinary and inflammatory secretions is obtained, 
and the lowest mortality rate is secured. 

The disadvantages of the operation are well 
known. The patient’s position during operation is 
unpleasant and may be associated with respiratory 
or cardiac embarrassment. 

The author’s series of 350 consecutive cases con- 
sisted of 334 simple enucleations, 2 subtotal prosta- 
tectomies, and 14 radical perineal operations. The 
14 radical operations were separately considered. 

In the group of 336 perineal prostatectomies for 
benign hypertrophy of the prostate, the mortality 
was 18. Complications developed in 39 patients, or 
Ir per cent of the cases. 

Postoperative hemorrhage required that 13 pa- 
tients be returned to the operating room for removal 
of clots on the day of operation; however, in 3 cases 
galas occurred on the sixth postoperative 

ay. 
Rectal injuries occurred in 11 cases and fistulas oc- 
curred in 4, or 1.2 per cent of the cases. In 7 of the 
II cases perineal operation was abandoned, supra- 
pubic enucleation was substituted in 2, and transure- 
thral resection was done in 5 cases. 

Pulmonary complications were present in 13 cases. 
In 7 of these the diagnosis was embolic pneumonia, in 
4 bronchopneumonia, in 1 lobar pneumonia, and in 
1 diaphragmatic pleurisy. 

Cardiac complications were minimal, with 2 
deaths. Coronary symptoms developed in 3 patients, 
and in 1 patient an acute decompensation with pul- 
monary edema followed the operation. 

The author concluded that cardiac patients with- 
stood perineal surgery well, although there is prob- 
ably less immediate risk if the patient is operated 
upon by transurethral prostatic resection. 

A persistent perineal fistula developed in one case. 

The fear of urinary incontinence is more wide- 
spread than is justified. The methods of avoiding 
this complication consist of (1) strict observance of 
the lines of cleavage, especially separating the apical 
attachment of the rectourethralis muscle, (2) avoid- 


ance of unnecessary dissection and exposure, there- 
by interrupting as few nerve fibers as possible, and 
(3) gentleness and care in retraction both laterally 
and anteriorly in the region of the perineal body and 
the external sphincter. 

The author concluded that perineal prostatectemy 
can be carried out with a low mortality, little blood 
loss, few complications, and good end results at any 
age. 

Total prostatectomy is not a particularly difficult 
procedure if one is frequently performing other per- 
ineal operations, and surgical removal of the pros- 
tate remains today the only means of producing 
cure in prostatic carcinoma. 

Of the 14 patients who were subjected to radical 
perineal prostatectomy, 2 did not have evidence of 
cancer on pathological examination. In the 12 pa- 
tients with proved cancer of the prostate, 4 were 
castrated in conjunction with radical perineal prosta- 
tectomy. The author’s statistical end results seemed 
to indicate the value of this operation for carcinoma 
of the prostate. Previous to this type of operation, 
his patients were prepared by catheter drainage, and 
5 mgm. of diethylstilbesterol were administered 
daily from 10 to 14 days prior to operation; thus the 
operability was considered to be facilitated by pre- 
liminary treatment with diethylstilbestrol. 

The author concluded that radical perineal ex- 
cision should be attempted in all cases of cancer con- 
fined to the prostate gland and in those borderline 
cases which respond to diethylstilbestrol therapy. 

Conrap A. KuEugn, M.D. 


Prostatectomy. Tomas D. Moore. J. 
rol., Balt., 1949, 61: 46. 


Forty-six retropubic prostatectomies are reported 
and reviewed. The author adopted this procedure 
because of its apparent advantages; namely, greater 
degree of comfort, less evidence of shock, omission 
of suprapubic vesical drainage, and a smoother and 
shorter convalescence. Compared to transurethral 
resection, large glands are removed retropubically in 
less time, the operation is concluded at one sitting, 
less bleeding occurs postoperatively, the period of 
convalescence is the same, the risk is no greater, 
there is less immediate postoperative discomfort, and 
the functional results are good. During the 7 months 
in which the 46 retropubic prostatectomies were per- 
formed, the author performed 2 primary suprapubic 
prostatectomies and 193 transurethral prostatic 
resections. 

Examination of the patients consisted of a general 
physical survey, routine 2 glass urinalysis, test for 
residual urine, pneumocystogram with the patient 
in the semilateral position, estimation of nonprotein 
nitrogen, phenolsulfonphthalein test in the usual 
manner, and, when advisable, an intravenous uro- 
gram. The digital examination and the pneumo- 
cystogram afford a reliable method for determining 
prostaticsize. Cystoscopy is not routinely employed. 
The judicious use of sulfonamides prophylactically 
is suggested. If residual urine is greater than 60 c.c., 


GENITOURINARY SURGERY 


an indwelling Foley catheter, size No. 16 F, is in- 
serted. If the cardiovascular status permits, the 
patient enjoys a large fluid intake and a regular diet. 
At the optimum time, dependent upon the results of 
the examination, the operative procedure is sched- 
uled. Vas ligation is performed at the time of 
prostatic surgery. 

The special Millan instrument facilitates the pro- 
cedure. A suprapubic transverse incision is made 
about 2 cm. above the symphysis, incising the recti 
sheath. The muscles are separated. The Trendelen- 
burg position is attained and the dissection is carried 
down to the anterior aspect of the prostate gland, 
which is cleaned by gauze dissection. 

Electrocoagulation secures the adjacent vessels. 
The prostate is mobilized anteriorly and laterally 
with sponge sticks. The prostatic capsule is incised 
transversely with the needle electrode and cutting 
current. The capsule is separated laterally and an- 
teriorly with curved forceps in the cleavage plane. 
The margins of the capsule are grasped with special 
T capsule forceps. With finger dissection, the enu- 
cleation is completed after the urethra has been cut 
near the apex. The vesical neck attachments are 
clamped, cut, and fulgurated. If the vesical neck 
requires resection, a V-shaped wedge is removed 
inferiorly. After finger inspection of the bladder, a 
No. 24 F Foley catheter is passed into the urethra, 
at which time a strip of oxidized gauze and a sus- 
pension of colloidal sulfathiazole is placed around the 
bag of the catheter. The latter is inflated so that it 
remains in the prostatic fossa with the tip of the 


catheter jutting into the bladder. The prostatic 
capsule is closed with 2 layers of chromic o catgut 
interlocking sutures. The wound is closed in the 
conventional manner. 

A detailed comparison is made between the supra- 
pubic, retropubic, and transurethral prostatectomy. 
A table of comparative postoperative data of 46 


cases in each series revealed that the catheter was 
removed in an average of 12 days in the suprapubic 
group, and in half that time when either of the other 
2 procedures were performed. The average post- 
operative hospitalization was 15 days in the supra- 
pubic group, or 4 days more than the average of the 
other 2 groups. The early functional result was 
somewhat better with the suprapubic and retropubic 
group than with the transurethral group. 

While osteitis pubis might be confused with ob- 
turator neuritis and chondritis, the distressing symp- 
tom of this complication occurred in 8 (17%) of the 
46 retropubic prostatectomies. This complication 
did not occur in the suprapubic or transurethral 
group. There was 1 death in the suprapubic group, 
2 in the transurethral group, and none in the retro- 
pubic group. 

An evaluation is made of late functional results 
following retropubic prostatectomy. Preoperative 
and ‘iden cystourethrograms illustrate the 
results. 

The author suggests that once osteitis pubis is 
prevented, the retropubic prostatectomy will replace 
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much of the suprapubic prostatic surgery for hyper- 
trophies of unusually large degree. 
Peter L. Scarpino, M.D. 


Sixty-Five Prostatectomies According To Freyer’s 
Method (Sessantacinque prostatectomie secondo 
Freyer). Mario FERNANDEZ. Urologia, 1948, 15: 
407. 

Although the enthusiasm for electroresection of 
the prostatic gland is growing, the author still favors 
the suprapubic prostatectomy because its technique 
is easy, the functional results are better than those 
following the perineal resection, the operation offers 
the opportunity for the beneficial drainage, and the 
postoperative mortality is low. 

Of 65 patients who underwent the suprapubic 
prostatectomy, 3 died, 1 from bronchopneumonia, 1 
from septicemia, and 1 from a cardiorenal disease. 
Twelve patients were between 50 and 60 years of age, 
36 were in the sixties, and 17 were in the eighth 
decade of life. The time interval between the two 
stages of the operation ranged from 15 to 70 days. 
The nitrogen contents of the blood, d’Ambard’s co- 
efficient, the blood pressure, and the general con- 
dition of the patient were the determining factors in 
the selection of the interval between the stages of the 
operation. 

The author has abolished the use of sponges for 
hemostatic purposes except in cases of severe hemor- 
rhage which peril the patient’s life. 

JosepH K. Narat, M.D. 


Varicocele; Technique of Operation of Eurico Bran- 
co Ribeiro (Varicocele; técnica de la operacién de 
Eurico Branco Ribeiro). Jos& Yor.. Dia méd., B. 
Air., 1949, 21: 156. 

For the past 2 years the author has obtained very 
satisfactory results from the operation of Branco 
Ribeiro for varicocele because with high orchido- 
pexy and the consequent disappearance of venous 
stasis the true object of surgical treatment is com- 
pletely attained. Orchidopexy is realized with am- 
ple exteriorization of the cord, which is freed from 
the vas deferens and describes a loop on the aponeu- 
rosis of the external oblique muscle, the latter being 
formed into a tunnel for the loop. This aponeurotic 
tunnel exerts a compression on the dilated veins 
which prevents stasis; in addition, it forms a kind 
of valvular system by intermittent compression and 
decompression resulting from efforts, orthostatic 
position, and ambulation. Isolation of the sper- 
matic artery is unnecessary. 

The operation is done preferably under local an- 
esthesia. An incision is made as for inguinal hernia; 
it extends from the pubic spine to the inner side of 
the anterosuperior iliac spine. The cord is exteri- 
orized down to the proximity of the testicle, the 
anterior aspect of the fibrosa and the cremaster is 
incised, and the vas deferens with its artery is isola- 
ted from the cord up to the external inguinal orifice. 
The fibrosa and cremaster are extirpated. The cord 
is applied to the aponeurosis of the external ob- 
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lique muscle in the form of a horseshoe with its 
opening facing downward and inward, and is fixed 
in place with six or eight No. 16 cotton sutures 
which pick up the aponeurosis on each side of the 
cord to form a tunnel for the latter. After verifica- 
tion of the height at which the testicle will be kept, 
the highest suture is inserted first. The sutures 
should not compress the cord as it should be able 
to slide freely inside of the tunnel. Orchidopexy 
is done after creation of the tunnel, but if desired 
the testicle may be fixed with a suture that catches 
the highest part of the vaginal tunic and the ex- 
ternal pillar of the inguinal opening. The cellular 
tissue and Cooper’s fascia are repaired with sepa- 
rate sutures of No. 40 cotton and the skin is closed. 
After trying a number of procedures for the cure 
of varicocele, the author has limited himself to this 
method as it does not require dangerous ligations 
nor open the inguinal canal, but stops the reflux 
physiologically. RicHarD Kemet, M.D. 


Epithelioma of the Scrotum. ArcuHiz L. Dean. J. 
Urol., Balt., 1948, 60: 508. 

The author has recorded observations from the 
study of 27 patients with epithelioma of the scrotum. 
While the most common causative factor was pro- 
longed exposure to petroleum and its products, other 
substances encountered in the various occupations, 
such as, tar, pitch, crude wool, and soot, demonstrat- 
ed cancerigenic properties. Eight patients acquired 
scrotal cancers without exposure to industrial 
cancerigens. 

In most cases a warty growth appeared on the 
most dependent portion of the scrotum after many 
years of exposure. In from 3 to 12 months it ul- 
cerated and became painful. 

The diagnosis may be suspected from a charac- 
teristic story, but it must be proved by microscopic 
examination. The great majority of the growths are 
squamous carcinomas of grade 2. 

The only curative therapy for an epithelioma of 
the scrotum is widesurgicalexcision. Electrocoagula- 
tion and roentgen radiation have been found in- 
adequate. When the scrotal tumor is removed a 
safety zone of normal tissue at least 1 cm. wide 
should surround the lesion on all sides. Sometimes 
the gubernaculum testis is infiltrated and one or 
both testes must be sacrificed. 

Fungating primary tumors usually give rise to 
inguinal adenopathy but the enlarged groin nodes 
are not always cancerous. There is no evidence that 
removal of noncancerous regional nodes increases 
the chances of cure, and the operation is so often 
followed by considerable disability due to obstruc- 
tion of the lymph channels that it should not be done 
unnecessarily. It seems characteristic of metastases 
from squamous cancers, whether of the scrotum, 
penis, or lip, that early spread involves single nodes 
and causes them to enlarge and harden considerably 
so that it is easy to make a diagnosis of the me- 
tastases relatively early. It appears safe, therefore, 
to recommend that the inguinal metastases should 
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be demonstrated by aspiration biopsy before groin 
dissections are performed. 

In no case in the author’s study, when dissection 
of the regional nodes was not performed until his- 
tologic proof of their cancerous involvement had 
been obtained, did metastases subsequently develop 
beyond the groins. As soon as metastases have been 
discovered, radical dissections should be performed. 

That epithelioma of the scrotum is a serious 
disease is shown by the fact that of the 27 patients 
observed only 8 lived 5 or more years after treatment. 

FrepeErick A. Lioyp, M.D. 


The Treatment of Cancer of the Penis (Sul tratte- 
mento del cancro della verga). BruNo BERTIGLIA. 
Radiol. med., Milano, 1948, 34: 540. 

Thirty cases of carcinoma of the penis observed at 
the Instituto del Radio of Bologna between 1930 
and 1946 were reported by the author. Seven of the 
patients were treated by combined surgery and ir- 
radiation and 18 by irradiation alone. Five of the 
first group and 5 of the second group were living 
5 years after treatment. 

Since the percentage surviving in both groups 5 
years after treatment coincided almost exactly with 
the percentage surviving 3 years after treatment, it 
was concluded that the 3 year interval may be ac- 
cepted as a criterion of cure, and that carcinoma of 
the penis treated by surgery plus irradiation carries a 
grave but not a hopeless prognosis. 

Evita B. Farnsworta, M.D. 


MISCELLANEOUS 


An Evaluation of Antiseptic Drugs and Antibiotics 
in the Treatment of Infections of the Urinary 
Tract. Austin I. Dopson. West Virginia M. J., 
1949, 45: I. 


The author presents a brief review of the most 
important and interesting chemical and antibiotic 
preparations used to combat urinary tract infections. 

Hexamethylenamine (methenamine, urotropin), 
although far less effective than the more recently 
developed urinary antiseptics, is still widely used. 
The bactericidal effect is dependent upon the elimina- 
tion of formaldehyde in a strongly acid urine. A 
dose of 15 gr. three times a day was shown by Hin- 
man to produce antiseptic bladder urine in 30 per 
cent of his cases. Twenty grains, four:times a day, 
can usually be administered 4 or 5 days before there 
is evidence of irritation. Burning, with frequency of 
urination and the finding of red blood cells in the 
urine are indications for a rest period or a change to 
some other antiseptic. 

Acriflavine, serenium, pyridium, and hexylresor- 
cinol have enjoyed brief popularity as urinary anti- 
septics. Hexylresorcinol and pyridium exert some 
analgesic effect upon the inflamed bladder mucosa; 
however, the bactericidal effect of these drugs is not 
very impressive. 

Mandelic acid is now universally recognized as a 
useful chemotherapeutic agent in the treatment of 
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urinary tract infections. Dodson continues to find 
mandelic acid useful in chronic infections of the uri- 
nary tract, and he uses it rather extensively, particu- 
larly in office practice. The drug is almost entirely 
free from toxic effects. Occasionally, after prolonged 
administration, a few hyaline casts and red cells may 
appear in the urine, but they promptly disappear 
when the drug is discontinued. Occasionally, the 
drug is nauseating and must be discontinued for that 
reason. It is not effective when renal function is poor 
or the urine cannot be kept acid in reaction. 

No group of drugs has given greater promise as 
urinary antiseptics or has more nearly fulfilled that 
promise than the sulfonamides. Crystals of the drug 
precipitated in the renal tubules, and toxic manifesta- 
tions are apt to occur when large doses of the drug 
are given and also when fluid intake is restricted. 
Therefore, high blood and urine concentration of the 
sulfonamides are not without danger. A free fluid 
intake and administration of alkalies are helpful in 
preventing renal complications. As these drugs are 
excreted principally through the kidney, it is neces- 
sary to have knowledge of the patient’s renal func- 
tion before their administration. Nausea, headaches, 
dizziness, and fever are the most frequent toxic mani- 
festations. Skin rashes, episcleritis, and conjunc- 
tivitis occur more frequently with the use of sulfa- 
thiazole. Sulfadiazine and sulfacetamide are the 
most easily tolerated of the drugs. 

While all sulfonamides are bactericidal to some 
extent for most bacteria, Alyea found that sulfathia- 
zole was more bactericidal for staphylococci while 
sulfadiazine was of greatest use in the treatment of 
— caused by pneumococci and Friedlander’s 
bacilli. 

Several investigators have found that sulfaceta- 
mide in the treatment of bacillary infections of the 
urinary tract deserves preference over the sulfona- 
mides now in use. Lehr found that sulfacetamide 
compared favorably with other members of the 
group in bactericidal activity, that there was rapid 
renal elimination, therefore low tissue concentration 
in the presence of high urine levels, and the drug was 
highly soluble even in physiologic acid range of urine. 

Sulfathalidine has been reported by Everett, Vos- 
berg, and Davis to have produced excellent results in 
the treatment of Escherichia coli infections. 

Sufficient time has not elapsed since the introduc- 
tion of penicillin and streptomycin to adequately 
appraise their therapeutic usefulness in the treat- 
ment of infections of the urinary tract. Experience 
seems to indicate that both are more limited in their 
scope of usefulness than are the sulfonamides. 

From the author’s observation, neither penicillin 
nor streptomycin is to be advocated in the routine 
treatment of urinary tract infections. Infections 
with Escherichia coli, which represent approximately 
60 per cent of those encountered in urinary tract in- 
fections, are cured as a rule with mandelic acid and 
sulfacetamide. Sulfadiazine and sulfathiazole are 
almost, if not quite, as effective against the gram 
positive cocci. These antibiotics have a definite ad- 
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vantage’in acute infections, for these patients toler- 
ate oral medication poorly. Fever and other toxic 
manifestations often subside rapidly following the 
administration of streptomycin or penicillin. These 
drugs (streptomycin and penicillin) are also useful 
as adjuncts to surgical treatment. 

The treatment of infections of the urinary tract 
has been revolutionized by chemotherapy, for it is 
often possible to use specific drug therapy against 
specific organisms. The use of these preparations in 
complicated infections has been very helpful but cure 
is rarely obtained unless there is adequate renal func- 
tion, free drainage, and absence of foreign bodies or 
devitalized tissue. 

During the toxic period of acute infections alkalies 
may be counted upon to combat acidosis, lessen 
nausea and, at times, lessen bladder distress resulting 
from sensitiveness of the bladder mucosa to acid 
urine. A low urine acidity may have a deciding effect 
on the elimination of the infection for all organisms 
in the urinary tract except Escherichia coli and Aero- 
bacter aerogenes. The acidity of the urine is a de- 
ciding factor in the bactericidal effect of mandelic 
acid and methenamine. 

The most useful drugs for the acidification of urine 
are ammonium chloride, nitrohydrochloric acid and 
gluconic acid. Ammonium chloride should not be 
administered when the infection is caused by the urea 
splitting organisms. Patients with poor renal function 
should be closely observed when acidifying drugs are 
administered because of the danger of acidosis. 

Laboratory facilities for the identification of bac- 
teria and the determination of sensitivity to various 
germicides are not always available. It is possible, 
however, by careful observation, to judge fairly ac- 
curately the character of the predominating organ- 
ism in most infections. It is well to remember that 
bacillary infections are more prevalent in the female 
than in the male, and that urine which is infected by 
the group of organisms found in the colon usually is 
acid, and that very cloudy urine which is persistently 
alkaline is apt to be infected with staphylococci or 
proteus bacilli. A stained smear of the centrifuged 
sediment is helpful in determining the type of infec- 
po that is present, and this can be an office proce- 

ure. 

If the renal function is poor or the history and 
examination suggest the presence of calculi or ob- 
structive disease, the value of chemotherapy alone 
may be disappointing. Conrap A. Kueun, M.D. 


Streptomycin in Urogenital Infections. Joxun K. 
LATTIMER, H. STEARNS, J. BURNS AMBER- 
SON, JOSEPH ScHWARTz, and Others. J. Urol., Balt., 
1948, 60: 974. 

Twenty-five patients with urogenital infections 
were given daily intramuscular injections of 1.8 gm. 
of streptomycin (0.3 gm. every 4 hours) for a period 
of 120 days. Sixteen of these patients had been fol- 
lowed for a period of 1 year at the time of this report. 
Twenty-one of the 25 patients were found to have 
additional tuberculous lesions outside the genito- 
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urinary tract. Positive cultures from the urine were 
the criteria required for a diagnosis of genitourinary 
tuberculosis. These patients were followed by cysto- 
scopic examination, cultures and adequate labora- 
tory tests. Audiograms and caloric tests were made 
every 2 weeks on each patient, and a careful record 
was kept of frequency of urination, pain on urina- 
tion, and all symptoms and toxic manifestations. 

The authors believe it is important to divide pa- 
tients with kidney tuberculosis into two clinical cate- 
gories: (1) those with small ulcerative lesions, and 
(2) those with large caseous or fibrocaseous lesions. 

Patients with small ulcerative lesions were seen so 
early that the lesions could not be detected roent- 
genographically, but tubercle bacilli were liberated 
into the urine. In 5 of 6 cases of this minimal type 
the tubercle bacilli disappeared from the urine after 
treatment with streptomycin and the urine in these 
patients has remained negative for a period of 1 
year. At the end of 1 year the sixth patient sloughed 
out a cavitating lesion which had apparently been 
present as a caseous mass in the kidney. The urine 
then became positive once more for tubercle bacilli. 

Any kidney that is so badly excavated or distorted 
that the lesion is visible in the roentgenogram may 
not respond as well tostreptomycin. Such lesions are 
almost always accompanied by an area of thick 
fibrous tissue and caseation which probably can not 
be penetrated adequately by streptomycin. There 
were 10 cases of this advanced type and only 5 of 
these became negative for tubercle bacilli in the 
urine, and remained negative for a period of 1 year. 
The pyelographic studies did not change significant- 
ly even after 1 year of negative findings in the urine. 

Superficial cystitis and ulcerations in the bladder, 
proved by biopsy to resemble those of tuberculosis, 
were seen to heal in about 8 weeks of streptomycin 
therapy. In cases in which the urine from the kid- 
neys became negative and remained negative, the 
ulcerations remained healed, but in cases in which the 
kidneys broke down the lesions in the bladder re- 
appeared. 

Deep-seated bladder disease did not improve on 
streptomycin treatment. In 2 of the 25 patients 
there was a marked contracture of the bladder which 
continued to progress in spite of streptomycin treat- 
ment. 

In 12 of the 25 patients, nodules in the prostate 
gland were palpable on rectal examination. Inas- 
much as new nodules sometimes appeared during 
treatment it was believed that there was no marked 
improvement which could be attributed to the 
streptomycin. 

In the epididymis, chronic nodules which were 
thought to be tuberculous did not change in size 
during streptomycin treatment. Acute tuberculous 
epididymitis, where seen, was not markedly in- 
fluenced by the streptomycin. Draining abscesses of 
the epididymis which had not been treated surgically 
did not improve strikingly with streptomycin treat- 
ment. Draining postoperative sinuses of the scrotum, 
however, which resulted from the removal of tuber- 
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culous epididymis or testis were quick to respond to 
treatment with streptomycin. 

On this régime, all of the 25 patients developed a 
loss of vestibular function as measured by caloric 
tests. Some patients were markedly dizzy and some 
patients were not dizzy at all, but all showed a loss 
of the vestibular response after about 30 days of 
treatment. Upon discontinuance of treatment, the 
patient’s dizziness began to diminish, and with eye 
exercises and co-ordination exercises the ataxia has 
been compensated in the majority of patients. Hear- 
ing loss was not a prominent feature on this régime. 
Rises in nonprotein nitrogen were not marked, al- 
though in some cases there was a slight transitory 
rise to about 40. It was thought that at this dosage 
streptomycin was not markedly toxic for the kidneys. 
Several of the patients had a mild transitory skin 
rash on about the tenth day of treatment. In 2 of 
the 25 patients the skin rash reappeared at about the 
sixtieth day of treatment and became a severe 
exfoliative dermatitis which necessitated the cur- 
tailment of treatment. 

Inasmuch as the longer and more intensive treat- 
ment in divided doses proved moderately toxic, and 
since resistance to streptomycin developed in many 
of the cases at about 6 weeks, it was decided that a 
series of patients would be treated with a course of 
1 gm. of streptomycin daily for a period of 6 weeks. 
This régime may or may not prove as effective as the 
larger dosage. 

The tubercle bacilli from all the patients were 
sensitive to streptomycin at the beginning of treat- 
ment. In those cases which continued to show 
tubercle bacilli, there was a marked rise in resistance. 

From the findings in these cases, the authors be- 
lieve that unilateral renal lesions should be treated by 
nephrectomy followed by only 3 weeks of strep- 
tomycin (0.5 gm. every 12 hours) and by 6 months or 
more of sanatorium care. Tuberculous epididymitis 
is treated by surgery when indicated and strep- 
tomycin is given prophylactically for 3 weeks at the 
time of operation, starting 2 days before operation 
and continuing for 19 days afterwards. The authors 
stress that genitourinary tuberculosis usually im- 
plies the presence of tuberculous foci in both the 
kidneys and in other organs, and these too must be 
adequately treated. Rosert O. BEADLES, M.D. 


A Fistula Between the Rectum and the Urinary 
Tract. Norman Wynpnam. Brit. J. Surg., 1948, 
36: 175. 

Fistulas between the rectum and the urinary tract 
are attributed to: (1) injury, (2) inflammation, (3) 
new growths, or (4) congenital abnormalities. 

Patients with war wounds are cited as examples 
of the first type. Nephrectomy was employed for 
ureteral injury. The spontaneous healing power of 
the bladder was emphasized in the management of 
rectovesical fistulas. Correction of rectourethral 
fistulas was expedited by early drainage of the peri- 
neum, suprapubic cystostomy, and separation"of the 
rectum and urethra. 
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Inflammatory and neoplastic fistulas are merely 
mentioned, but the various types of congenital fistu- 
las are discussed in detail, including the basic em- 
bryologic variations. The author advises open dis- 
section, warns against blind puncture of the rectum, 
and prefers to avoid colostomy if possible. Personal 
case reports of the congenital types are not included. 

Ormonp S. M.D. 


Considerations on the Subject of Anesthesia in 
Urology (Consideraciones sobre la anestesia en uro- 
légia). Ram6N FERNANDEZ LEDON. Rev. med. cir. 
Habana, 1948, 53: 296. 

The. question of anesthesia is of exceptional im- 
portance to the urologic surgeon because of the large 
proportion of aging and frail patients with whom he 
has to work. Although a large number of methods 

_and preparations are available in this field of, en- 
deavor and although they have their advantages and 
indications for the various types of urologic opera- 
tions, the author’s experience with the large majority 
of them has been limited. This limitation arises 
from the fact that the drugs are not so easily avail- 
able in Cuba, and the author withholds his opinion 
because of the paucity of material which he has ob- 
served. Especially is this true concerning the at- 
tempts at overcoming anuria by blocking of the re- 
gional sympathetic nerves, and at relieving priapism 
by sacral block. 

A general distinction is made between the young, 
robust patient with good heart and lungs and the 
older man. ‘mn the former, muscular relaxation is 
more difficui to attain, heavier dosages of the anes- 
thetic are indicated, and practically any type of 
anesthetic may be elected. In the older patient there 
is frequently a small cardiac reserve and nothing 
should be used which will lower the blood pressure. 
This would seem to contraindicate intradural spinal 
anesthesia; nevertheless, this contraindication is not 
absolute. The author has been using intradural sa- 
cral anesthesia in preference to the extradural variety, 
but has been injecting the drug with 100 c.c. of glu- 
cose solution. The latter acts as an excellent localizer 
in such techniques as the saddle anesthesia so widely 
used in urologic surgery. A curious observation in 
the older patient is his resistance and slowness in 


going under the barbiturates and his equally tardy 
behavior in waking up after the operation. This be- 
havior is ascribed first to the slowness of the defective 
circulation in bringing the drug to the cells of the 
nervous system and afterward to the slowness of 
the liver in breaking down the chemical used and of 
the kidney in eliminating it. 

In the field of intravenous anesthesia, the domi- 
nant position is held by pentothal sodium; it has en- 
tirely replaced evipan in the author’s service at the 
Calixto Garcia Hospital at Havana, Cuba. On the 
whole, cyclopropane is preferred to ether and nuper- 
caine to novocain. However, the mixed types of 
anesthesia have been used most frequently. These 
have consisted mainly of ether-nitrous oxide, ether- 
cyclopropane, ether-pentothal, cyclopropane-nitrous 
oxide, cyclopropane-sodium pentothal, and pento- 
thal-nitrous oxide. 

As a rule, when ether is used with other anesthetics 
the latter are used to induce the narcosis and the 
ether is added as the basic anesthetic. In a few in- 
stances, however, the cyclopropane or the sodium 
pentothal has been the basic anesthetic and a little 
ether has been added for muscular relaxation. The 
association of cyclopropane and nitrous oxide has 
given excellent results for interventions not requir- 
ing muscular relaxation. When these 2 anesthetics 
have been employed the cyclopropane has aided re- 
laxation and produced a longer-lasting anesthesia. 
When pentothal was used with cyclopropane, the 
former has been the basic anesthetic. 

Curare has been of immense value, both in in- 
ducing relaxation, and in decreasing the amount of 
anesthetic needed. The amount of general anes- 
thetic required has also been diminished by the as- 
sociation of some form of regional or local block. 
The only forms of regional block used at this hospital 
have been the intradural, the extradural, and the 
paravertebral. 

In operations on the testicle and scrotum a mixed 
regional and local anesthesia, associated with infil- 
tration of the cord, has proved adequate. Simple 
local anesthesia has been employed in a few patients 
—in such instances as the reduction of a phimosis, or 
in small plastic operations in which muscular relaxa- 
tion was not needed. Joun W. BRENNAN, M.D. 
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CONDITIONS OF THE BONES, JOINTS 
MUSCLES, TENDONS, ETC. 


Osteoid Osteoma. BRADLEY L. CoLey and NorMAN 
Lenson. Am. J. Surg., 1949, 77: 3- 


Brailsford, the distinguished British roentgenolo- 
gist, regards osteoid osteoma as a low-grade cortical 
or subcortical bone infection; the authors, however, 
share Jaffe’s opinion that the disease is a benign 
neoplastic lesion sui generis. 

The lesion appears as a small, ovoid, radiolucent, 
sharply circumscribed tumor surrounded by bone 
sclerosis in a male child whose average age is 13.7 
years. The site of predilection is predominantly in 
the lower extremities. j 

Differential diagnosis should include the following 
diseases: osteomyelitis of the chronic sclerosing type, 
Brodie’s abscess, periostitis, osteogenic sarcoma, 
Ewing’s sarcoma, and bone repair following a green- 
stick fracture. Great difficulty may be encountered 
in differentiating osteoma from Brodie’s abscess, 
roentgenologically. 

Studies of blood chemistry, serology, and bacteri- 
ology have yielded no significant abnormalities in 
osteoma. 

The treatment is surgical removal en bloc of the 
entire nidus. X-ray irradiation has not been prac- 
ticed by the authors in the 10 cases herein reported. 

The article is accompanied by many excellent 
roentgenograms and one photomicrograph of the 
osteoid osteoma obtained from one of the cases. 

SAMUEL L. GOvERNALE, M.D. 


Granuloma of the Bones (Granulomes des os). L. 
TAVERNIER. Lyon chir., 1949, 44: 41. 


The author presents a few cases of eosinophile 
granuloma, a disease not well known in France. A 
28 month old boy had a lesion in his femur. The 
roentgenogram did not resemble any that the author 
had seen before. Exploration revealed thickening 
of the periosteum and the lesion was filled with a 
soft red tissue which was easily curetted. The 
microscopic examination revealed a certain type of 
granulomatous tissue. Five months later the lesion 
was healed. 

Another case was diagnosed as osteogenic sar- 
coma. This lesion responded very favorably to x-ray 
therapy and finally healed. The biopsy specimen 
of this lesion was diagnosed as a fibrous osteitis. The 
final study revealed an eosinophile granuloma with 
radiation changes. 

The third case was that of a 9 year old boy who 
had a cystlike lesion in the intertrochanteric area. 
The biopsy material resembled lymphosarcoma. 
There were no Steinberg cells (Dorothy Reed cells). 
A pathological fracture occurred which did not heal. 
There was shortening of the extremity with loss of 
bone substance. Because of the complete lack of 


callus, bone grafting of the fracture site was done. 
Healing occurred and left a shortening of 2 cm. 
The author then discusses the differential diag- 
nosis of this unusual condition and mentions granu- 
loma mycosis, fetal splenohepatic disease, Letterer- 
Siwe disease, and Hand-Schuller-Christian disease. 
He opposes the idea that Hand-Schuller-Christian 
disease and eosinophile granuloma are the same 
disease because in the former the patient usually 
dies while in the latter the condition usually heals. 
GeorcE I. Reiss, M.D. 


Causation and Treatment of Painful Stiff Shoulder: 
Subdeltoid Bursitis, Periarthritis, Tendinitis, 
and Adhesive Capsulitis. Henry W. MEYERDING 
and Joun C. Ivins. Arch. Surg., 1948, 56: 693. 


The clinical observations in 150 consecutive cases 
of stiff painful shoulder, in which manipulation under 
anesthesia, surgical excision of calcified plaques or 
bursas, injection or needling was performed at the 
Mayo Clinic during the years 1942 through 1946, 
form the basis for this study. Detailed reports of 
9g cases are included in this article to illustrate certain 


points of diagnosis and treatment. It should be 


pointed out that statistics vary according to the type 
of practice. The majority of patients with painful 
stiff shoulders seen by the general practitioner are 
acutely disabled from some undue strain or exposure, 
whereas the orthopedic surgeon in his consulting 
practice usually sees patients who have a chronic 
condition attended by more or less atrophy of disuse. 
The condition in the authors’ cases was essentially 
of the latter type. 

In this study, 52 of 150 patients (35 per cent) were 
male and 08 (65 per cent) were female. The duration 
of symptoms varied from 7 days to 12 years; 65 per 
cent of the patients had trouble for less than 1 year 
and 54 per cent had trouble for less than 6 months. 
There was a definite history of trauma in 36 of the 
cases (24 per cent), and in 6 cases (4 per cent) there 
was a history of antecedent systemic infection. In 
the remaining 108 cases (72 per cent), in which the 
onset apparently was gradual and the course was 
intermittent, the causative factor was not ascer- 
tained. In this series of cases the urinalysis gave 
negative results; the results of flocculation tests for 
syphilis were negative in all cases; the sedimentation 
rate was rarely elevated; and the concentration of 
hemoglobin and the leucocyte counts were within 
normal limits in all cases. Roentgenographic exam- 
ination revealed calcification in 59 cases (39 per 
cent), osteoporosis in 34 cases (23 per cent), and 
nothing abnormal in 57 (38 per cent). Since the 
evidence of calcification depends on the degree of 
deposit, calcification doubtless was present in more 
cases than mentioned, because a certain percentage 
of patients do not show evidence of calcification at 
the time of examination although it may have been 
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present at a previous time. We have seen patients 
in whom calcification appeared and disappeared with 
or without treatment. In other words, the calcifi- 
cation may disappear spontaneously. 

Pain, stiffness, and local tenderness were the char- 
acteristic symptoms, and they often followed some 
heavy undue exertion, such as gardening, painting, 
and washing walls. The pain was usually inter- 
mittent, aggravated by movement, and often worse 
at night. It was occasionally so severe that opiates 
were required ior relief. At times it was referred 
down the arm and into the hand, so that neuralgia 
was the principal presenting complaint. Commonly 
the pain extended upward into the side of the neck. 
The stiffness was principally a limitation of abduc- 
tion and rotation, to a variable degree. The frozen 
shoulder was held in the sling position and permitted 
no motion except some apparent forward flexion and 
backward extension as a result of movement of the 
shoulder girdle. Nineteen per cent of the patients 
gave a history of bilateral involvement or the sub- 
sequent development of a similar condition of the 
second shoulder. 

In all cases of painful stiff shoulder a detailed 
history of the illness should be obtained. The next 
essential procedure is a complete physical examina- 
tion. A roentgenographic examination of the shoul- 
der should always be made to rule out arthritis, frac- 
ture, or the presence of organic bone disease, such as 
infection or primary or metastatic tumor, and to 
give evidence of the degree of osteoporosis or ten- 
dinous calcification present. In many cases there is 
decided osteoporosis, especially of the greater tuber- 
osity and the anatomic neck of the humerus. 

Tuberculosis of the shoulder joint may be confused 
with a frozen shoulder in the early stage of the dis- 
ease because both pain and stiffness are present, but 
as the tuberculosis progresses the destructive changes 
indicate its true nature. The persistent temperature, 
gradual onset, progressive severity of symptoms, 
atrophy, and frequent presence of a primary tuber- 
culous focus should make the physician suspect 
tuberculous arthritis of the shoulder. It is difficult 
to produce ankylosis, and it seldom takes place in 
tuberculosis; surgical operation, with prolonged fix- 
ation, is necessary. In cases of frozen shoulder, stiff- 
ness may develop within a few days of the onset of 
pain, in spite of treatment for relief of pain, but true 
bony ankylosis is rare. Adhesions can be broken by 
manipulation and a satisfactory functional result 
obtained, but in tuberculosis, once the destructive 
changes have occurred, action of the joint is per- 
manently lost. The roentgenographic examination 
is of value in the diagnosis. With the exception of 
bony atrophy and regions of calcification described 
in frozen shoulder, the joint appears to be normal. 
In tuberculosis of the joint, however, roentgenograms 
reveal atrophy and later destructive arthritis with 
areas of absorption in the head of the humerus. 
Aspiration or excision of tissue for microscopic study 
may be needed to clarify the diagnosis as a final 
measure in perplexing cases. 
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Tuberculous bursitis produces a bulging soft mass 
which may contain palpable rice bodies. Such bursas 
usually are anterior to the shoulder. Careful dis- 
section and complete excision will cure many of these 
tuberculous lesions, and the results will be improved 
by the administration of streptomycin. 

Acromioclavicular separation follows severe injury 
and may be differentiated from frozen shoulder by 
the looseness of the joint on palpation. In complete 
separation a diagnosis may be made by mere in- 
spection and demonstration of false motion; the 
roentgenograms will reveal wide separation of the 
articular surfaces, and a definite sulcus or depression 
also can be seen. In the acute stage of acromio- 
clavicular arthritis local tenderness and swelling are 
present; in the chronic stage destructive or hyper- 
trophic changes usually are revealed in the roent- 
genograms. 

In cases of fractures of the glenoid cavity there is 
a history of trauma, and the roentgenograms should 
reveal an area of separation. 

Fractures of the greater tuberosity of the humerus, 
with or without dislocation, may be recognized on 
palpation and by roentgenographic study. 

Ruptured supraspinatus tendons do not cause 
fixed or frozen shoulders, nor is the pain on move- 
ment as severe as in the presence of frozen shoulder. 
The patients have ability to move the shoulder, but 
abduction causes pain and the patient may not be 
able to bring the arm up beyond a right angle. 

Infection of the shoulder joint or osteomyelitis 
involving it should offer little difficulty in diagnosis, 
since it is accompanied with temperature locally and 
generally, an increased leucocyte count, and is roent- 
genographically visible. 

Tumors do not cause symptoms of pain and stiff- 
ness unless they are of great size, and then clinical 
and roentgenographic evidence will reveal changes 
in the bone. 

The patient with the acute stage of the disease 
or with intense pain, local tenderness, slight fever, 
and who keeps his arm at the side for protection may 
be treated for a few days at home by rest in bed, 
local application of heat, increased intake of fluid, 
and maintenance of elimination and traction, to- 
gether with the administration of adequate ano- 
dynes. Abduction should be encouraged, and con- 
ventional diathermy and roentgen therapy may be 
used, after which patients who have painful stiff 
shoulders often are relieved of their symptoms. 
When the patient is seen with the disease-in the 
subacute recurring stage, after much of the pain has 
subsided, and residual soreness and stiffness aggra- 
vated by movement persist, further examination 
should then be made to exclude calcification, trau- 
matic lesion, or tumor. Conventional diathermy, 
radiant heat, stretching, and active and assistive 
exercises should be carried out routinely. If there is 
difficulty in obtaining abduction, traction may be 
employed or manipulation followed by abduction 
treatment in a splint or cast. In cases in which 
definite swelling of the bursa occurs as a result of 
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effusion or hemorrhage, aspiration should be done. 
If murky turbid fluid and rice bodies are present, 
inoculation of animals with the fluid or excision of 
the bursa and microscopic studies should be per- 
formed to rule out tuberculosis. 

At open operations an anteromedial split deltoid 
incision usually is employed to expose the subdeltoid 
bursa. Rotation of the arm may be required to bring 
into view the calcified deposit, which appears as a 
raised whitish yellow patch surrounded by a circular 
band of inflamed tissue. On incision through the 
bursal wall, milky fluid, due to rupture of the cal- 
cified mass, may be encountered. The degree and the 
consistency of the calcification vary considerably; 
the calcareous deposits may be granular or of “‘tooth- 
pastelike consistency.” The tendinous cuff may 
have numerous connected or distinctly separate de- 
posits of calcium, and these may extend into the 
bone. Curettage of this calcified deposit may not 
remove it, as it may have permeated the degenerated 
fibrotic tissue to such an extent that excision may 
be necessary. 

Since stiffness tends to persist or recur in spite of 
surgical excision of calcareous deposits, needling to 
break up such deposits, or manipulation to rupture 
adhesions, and abduction with external rotation 
exercises and physical therapy are employed rou- 
tinely after operation. Patients practice abduction 
while standing with the shoulder toward the wall. 
With each exercise they strive to gain several inches 
in the height the hand can be raised. 

When manipulation is indicated the authors prefer 
to use general anesthesia. Afterward the arm is 
placed in abduction and external rotation for the 
next 48 hours by tying the patient’s hand to the 
head of the bed. Manipulation can be extremely 
hazardous because of the danger of producing a frac- 
ture of the neck of the humerus, especially when 
osteoporosis is present. If osteoporosis is extensive, 
the stiffness may be combated by placing the arm in 
abduction under traction and carrying on physical 
therapy. The degree of abduction is increased as 
improvement takes place. Local injections of pro- 
caine hydrochloride or blocking of the suprascapular 
nerve may give added benefit. Application of heat 
with active, passive, and assistive exercises must be 
carried out daily, and the result obtained depends to 
a large extent on the co-operation of the patient. 
Manipulation is of prime importance and should be 
executed carefully and cautiously. Roentgenograms 
should be taken after operation or manipulation, to 
exclude possible fracture or dislocation. 

In 69 (46 per cent) of the 150 cases of this series 
manipulation under anesthesia was performed; in 32 
(21 per cent) additional cases manipulation with 
injections of procaine hydrochloride into the supra- 
scapular nerve was used; in 31 (21 per cent) a need- 
ling operation was performed, to pierce and break up 
the calcareous deposits, and in 18 (12 per cent) sur- 
gical excision of the calcareous masses was performed. 

Forty of the 150 patients (27 per cent) received 
roentgen therapy in addition to other treatment. 
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Case Report of a Bilateral Cystic Lesion of the Clav- 
icle with X-ray Evidence of Typical Cysts (Su di 
un caso di lesioni ossee bilaterali della clavicola con 
immagine radiologica di tipo cistico). A. TUFANO. 
Rass. internaz. clin. ter., 1948, 28: 532. 


This is a case report of a man who presented 
himself. with fusiform swellings of both clavicles, 
which on roentgen examination were revealed to be 
bilateral cysts. 

This man was 40 years of age and appeared to be 
in good health. He,had 4 children, living and well, 
and his wife had had 1 abortion. 

In 1921 he had a lesion which was diagnosed as 
venereal in origin. The Wassermann test was nega- 
tive in 1922. In 1932 he had a cold abscess of the 
left side of the neck. 

One year previous to his admission to the hospi- 
tal, while carrying heavy sacks of material on his 
shoulder, he was seized with severe pain in the left 
shoulder. Several days later a swelling of the clav- 
icle occurred. In September of 1942, while lifting a 
heavy crate of tomatoes, he heard a cracking of the 
right clavicle, he was seized with severe pain in the 
shoulder, and was unable to use his right arm. 

The general examination, with the exception of 
the clavicles and some swollen cervical glands, was 
negative. 

The left clavicle revealed a swelling the size of a 
pigeon egg in the medial third. The overlying skin 
was tense and the area was painful, but not fluctu- 
ant. 

The right clavicle revealed a swelling the size of a 
small nut, presenting the same characteristics as 
those of the left clavicle. 

The Pirquet, Ghedini-Weinberg, and Casoni tests 
were negative; the Wassermann test was 2 plus; 
and the Citochol and Sachs-Georgi tests were 3 plus. 

The case was diagnosed as tertiary syphilis with 
gumma formation, and under bismuth and neosal- 
varsan injections the masses rapidly decreased in 
size and symptomatology. X-rays taken 3 months 
after the beginning of treatment showed a complete 
disappearance of the cysts but a sclerotic thickening 
of the bone remained. Caro ScupEr!, M.D. 


Recent Studies of Multiple Myeloma: Sternal and 
Rib Puncture and the Results of Treatment 
with Stilbamidine. Propp, L. WuHITTING- 
and SAMUEL Kantor. Blood, 1949, 
36. 

Multiple myeloma is commonly known as a malig- 
nant disease characterized by bone pain, deformity 
and abnormal fragility of the osseous system, cach- 
exia, and Bence-Jones proteinuria. The tumors tend 
to be multiple. They are found most frequently in 
the spine, ribs, skull, bones of the shoulder girdle, 
pelvis, sternum, and upper ends of the humeri and 
femora, where active blood formation occurs in the 
adult. The term Kahler’s disease is frequently used 
as a synonym for this condition. 

The laboratory findings useful in diagnosis may be 
listed as follows: Bence-Jones proteinuria; hyper- 


& 


| 
e 
( 
( 
] 
q 
( 
( 
é 
( 
‘ 
( 
( 
( 
4 
( 
] 
( 

| 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


globulinemia; excessive rouleaux formation of 
erythrocytes with clumping in Hayem’s solution, 
and rapid sedimentation rate; osteoporosis as shown 
in roentgenograms; hypercalcemia with normal or 
moderately elevated alkaline phosphatase and serum 
phosphorus values; anemia; myeloma cells in the 
peripheral blood; and myeloma cells in material as- 
pirated from the: marrow. The latter finding has 
come to be regarded as pathognomonic of this dis- 
ease. Aspiration of the marrow or surgical biopsy 
is necessary to establish the diagnosis. 

The authors made a study of 6 cases of multiple 
myeloma giving particular attention to the myeloma 
cells before and after treatment with stilbamidine. 
Relief of pain followed in 2 of 5 patients with multi- 
ple myeloma who were treated with this substance, 
but an arrest or remission of the course of the disease 
was not obtained in 5 of the patients. One patient 
who was relieved of pain was on a low animal protein 
diet while the diet of the second was unrestricted. 
In both cases basophilic inclusion bodies appeared 
in the myeloma cells following treatment. Stilbami- 
dine therapy failed to alleviate pain or to produce 
basophilic granulation in the myeloma cells in 3 
patients who exhibited hyperglobulinemia. 

The authors stressed the value of bone marrow 
aspiration in the diagnosis of multiple myeloma. 
Informative photomicrographs of marrow smears 
prepared from sternal and rib aspirations are in- 
cluded in the article. Pictures of the marrow cells 
after stilbamidine treatment are also shown. These 
observations confirm the original findings of Snapper, 
that large basophilic inclusion bodies may be demon- 
strated in the cytoplasm of myeloma cells obtained 
by bone marrow aspiration in patients with multiple 
myeloma on a low animal protein diet. 

C. Frep GOERINGER, M.D. 


Certain Observations on a? of the Interverte- 
bral Disc in Lumbosacral Assimilation of the 
Vertebrae (Ueber einige Beobachtungen von Band- 
scheibenvorfaellen bei lumbosakralen Assimilation- 
swirbeln.) H.R. von Muratt. Acta orthop. scand., 
1948, 18: 88. 

A review of the roentgenograms of 124 patients 
with a proved diagnosis of prolapsed intervertebral 
disc disclosed the concurrent existence of sacraliza- 
tion in 15.3 per cent, whereas generally such a con- 
dition is encountered only in from 5 to 6 per cent of 
the cases. Sacralization was diagnosed only when 
distinct contact was present between the transverse 
process and the wing of the sacrum or the iliac wing, 
respectively. 


A review of the literature shows that none of the’ 


numerous theories satisfactorily explains the concept 
of “sacralization sciatica.” Its symptomatology and 
the frequent combination of sciatica with sacrali- 
zation suggest prolapse of a disc as the cause factor. 

Abnormalities of the lumbosacral skeletal system 
are probably responsible for prolapse of a disc. 

The frequently occurring homolateral location of 
the prolapsed disc and the sacralization points to a 
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stress and strain effect. Presumably a congenital 
inferiority of the structure of tissues in the lamellae 
of the disc is present. Complex malformations com- 
bined with sacralization point to this fact. 

Apparently, trauma plays no significant rdéle in 
the genesis of the condition. 

Roentgenography of all presacral vertebrae or 
myelography after insufflation of air is of relatively 
little value in the presence of sacralization as far as 
localization of the affected disc is concerned. 

The change in static and kinetic conditions caused 
by sacralization favors prolapse of a disc. Congenital 
inferiority of tissues in the presence of sacralization 
finds its expression in the frequency of occurrence 
of spina bifida. Josepu K. Narat, M.D. 


Congenital Coxa Vara. FRANK SHALEEN BABB, RALPH 
K. GHORMLEY, and Cart C. CHATTERTON. J. Bone 
Surg., 1949, 31-A: 115. 

Congenital coxa vara is an infrequent deformity of 
the femoral neck in children, recognized since 1896 
and characterized by a defect which pathologically 
and roentgenographically is not unlike that seen in 
aseptic necrosis. Except for its frequent association 
with a short femur, congenital coxa vara seems to 
occur entirely apart from other congenital deformi- 
ties and to possess sufficiently distinguishing char- 
acteristics to warrant recognition of it as a separate 
entity. 

The lesion is to be suspected in any child who is 
born with an obviously short leg or who limps when 
walking is first attempted. The findings on physical 
examination suggest a congenital dislocation of the 
hip, with shortening, high position of the trochanter, 
and a positive Trendelenburg test. However, there is 
no telescoping and the femoral head is still palpable 
beneath the femoral vessels at the groin. The roent- 
genogram will confirm the diagnosis if the lesion is 
not mistaken for an ununited fracture of the femoral 
head, a rare condition in children. 

The aim of treatment is to promote ossification in 
the neck of the femur and to correct any deformity 
already present. Subtrochanteric osteotomy with 
wide abduction of the distal part of the limb will 
correct the coxa vara, and conversion of the sheering 
strain across the defect into a compression force along 
the axis of the neck promotes complete ossification in 
a high proportion of cases. 

Adolescent and adult patients with untreated 
lesions exhibit what amounts to nonunion of the 
femoral neck. Of the reconstructions available for 
such lesions, the Brackett operation is particularly 
suitable because of the high percentage of viable 
heads found at operation. 

The series of 15 cases reported by the authors is 
fairly representative and purposely includes 4 ex- 
amples of unusual coxa vara from which it would 
seem advisable to differentiate the specific lesion 
defined in the complete article. 

It can be said, then, that congenital coxa vara as 
defined is not a proved congenital deformity. The 
frequent association of this lesion with a short femur 
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is probably due to a common etiological factor, pos- 
sibly avascular necrosis. Coxa vara associated with 
multiple congenital deformities is not the same lesion 
as that with which the article is concerned. Sub- 
trochanteric osteotomy at about 6 to 8 years of age 
with wide abduction of the distal part of the limb is 
the treatment of choice. 


Tuberculosis of the Greater Trochanter and Tro- 
chanteric Bursae. ALBERT AHLBERG. Acta chir. 
scand., 1948, 97: 201. 


During the period from 1928 to the middle of 
1947, 127 patients (83 men and 44 women) with 
tuberculous bursitis or osteitis in the trochanteric 
region were treated by the author. These constituted 
1.3 per cent of the cases of bone and joint tubercu- 
losis treated during the corresponding period. Of 
these, 14 patients had had a tuberculous infection in 
another part of the body before the. process in the 
trochanter developed, 44 had other tuberculous foci 
concurrently with the trochanteric process, and 20 
patients developed tuberculosis in some other part 
at a later date; in 14 of the last-mentioned cases 
(11.02 per cent) the later process consisted in in- 
volvement of the hip joint of the same side. In 87 
cases extirpation of the bursa and excision of the 
diseased bone in the trochanter was carried out. 
Sixty-one men and 35 women were discharged as 
cured after their first period in the hospital. Seven- 
teen men and 5 women had small sinuses in the 
process of healing. Ten men and 3 women had small 
sinuses in the process of healing. Ten men and 3 
women who had only trochanteritis with running 
sinuses died, 1 of the men dying of amyloidosis. 

A follow-up examination of the patients who had 
been discharged more than a year previously re- 
vealed that 71 patients were cured and 6 had small 
sinuses almost completely healed. Eight men and 3 
women who had been discharged less than a year 
previously were cured, and 2 other men had small 
sinuses. Two female patients who were cured and 
4 men and 2 women with small sinuses were still in 
the hospital. 

The x-ray films show, in addition to decalcifica- 
tion, either a subcortical focus or caries with small 
defects in the cortical outline. Sequestrumlike cal- 
careous shadows in the soft tissue are often seen 
outside of the greater trochanter. According to 
Stracker, the tendons have loosened from their in- 
sertion on the greater trochanter because of the 
tuberculous process in the bone, with the result that 
a small necrotic bone fragment together with a small 
piece of the necrosed tendon works loose. 

Most of the patients with bursitis or trochanteritis 
were extremely troublesome to treat. In instances 
in which there were other tuberculous foci in the 
pelvis or the lower part of the spine, and an abscess 
had penetrated downward causing secondary infec- 
tion of the trochanteric bursa, particular difficulty in 
treatment was encountered. 

Whenever there is an affection in the region of the 
greater trochanter, tuberculosis should be imme- 
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diately suspected and examinations at once under- 
taken so that a radical operation may be carried out 
without delay if this condition is found. The course 
of the disease would then probably be shortened, 
since the process would not have time to spread to 
such an extent as to cause difficulties in treatment. 
C. FRED GOERINGER, M.D. 


Ischaemic Necrosis of Anterior Tibial Muscles. 
J. ROwLAND Hucues. J. Bone Surg., 1948, 30-B: 581. 


Ischemic necrosis of the lower limb muscles is well 
recognized as a complication of injury and recorded 
cases show that, as in the upper extremity, isolated 
muscles or muscle groups may be affected. Trau- 
matic ischemic necrosis of the anterior tibial group 
of muscles may thus occur; but it is less widely ap- 
preciated that such necrosis may also arise when 
there has been no injury at all. 

The author reports 3 cases of ischemic necrosis of 
the anterior tibial muscles which were not due to 
injury. In 2 of these, ischemia was the result of 
strenuous or unaccustomed exercise in young males; 
in the third case it was an incident in a systemic 
disturbance. In all 3 cases the condition probably 
was the result of spasm of a large segment of the 
anterior tibial artery. 

During the first few hours the clinical features 
resemble those of tenosynovitis of the tibialis anteri- 
or, and after 12 to 24 hours, those of cellulitis of the 
leg. Later there is “drop foot’’ due to muscle weak- 
ness, contracture limiting plantar-flexion movement, 
ony hardness of the muscles in the middle 
third. 

The morbid histology is similar to that of Volk- 
mann’s ischemic contracture. 

The possible explanations—primary arterial dis- 
ease, arterial occlusion by pressure of the interos- 
seous membrane, occlusion by tension with the fascial 
space, intraluminary occlusion by embolism or 
thrombosis, and fatigue arterial spasm—are dis- 
cussed. It is concluded that the most likely cause of 
the necrosis is spasm of the anterior tibial artery due 
to muscle fatigue, aggravated by increased tension 
within the anterior fascial compartment due to reac- 
tion after strenuous exercise. 

The object of treatment should be to relieve arteri- 
al spasm before necrosis supervenes. Early injection 
of eupaverine might be helpful. Assuming that the 
patient is seen within the first 12 hours, exploration 
appears to be warranted. 

The operative approach should be between the 
muscles rather than through them. Care must be 
taken to avoid damage to intramuscular branches. 
The fascia cruris should not be repaired. If there is 
arterial spasm the appropriate treatment should be 
employed, but arteriectomy should be limited to 
resection of a very small segment; the part of the 
anterior tibial muscle which will be deprived perma- 
nently of its blood supply is directly proportionate to 
the length of arterial segment excised. The danger 
of exploring muscles after necrosis has supervened 
cannot be over-emphasized. 
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Whatever treatment may be undertaken during 
the first 24 hours, the limb should be supported with 
the ankle in the midposition and free from constric- 
tion. This position should be maintained until the 
acute inflammatory reaction has subsided and until 
there is no longer any tendency to further contrac- 
ture. Subsequently a toe-elevating spring should be 
worn for the first few months of weight-bearing. Sur- 
viving muscle fibers should be redeveloped by gradu- 
ated exercise. 

Although not previously recognized, evidence is 
shown that regeneration of necrotic muscle is pos- 
sible in the human being. 

Rupotps S. Reicu, M.D. 


Rupture of the Achilles Tendon (Ruptura del tendon 
de aquiles). ENRIQUE MALLO. Sem. méd., B. Air., 
1948, 55: Supp. 2863. 

Rupture of the Achilles tendon may be complete 
or incomplete, transverse or oblique. The tendon 
may be pulled away from the calcaneus or part of the 
bone fractured and attached to the disrupted tendon. 
The treatment depends upon the conditions pre- 
sented. Immobilization without surgery is not sa- 
tisfactory in most instances. Prolonged immobiliza- 
tion after surgery is equally as bad. 

The author believes that after from ro to 14 days, 
active motion should be permitted, particularly in 
the patignts in whom his operative procedure has 
been done. This consists in sectioning of the long 
plantar muscle and reflection of an outer leaf of the 
Achilles tendon. The muscle is attached diagonally 
across the Achilles tendon and anchored to its lateral 
border, after which the dissected leaves are replaced 
to enclose the plantar muscle. 

The results have been most gratifying from the 
viewpoints of early ambulation, utility, and strength 
of the tendon. STEPHEN A. ZIEMAN, M. D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Arthrodesis of the Wrist Joint by the Technique of 
Smith Petersen (Artrodesis de la mufieca segan la 
técnica de Smith Petersen). Oscar R. MAROTTOLI. 
Rev. ortop. traumat., B. Air., 1948, 18: 20. 


The technique of Smith Petersen was used in 2 
cases of spastic pronation and flexion paralysis of the 
arm. One case was that of a 16 year old girl with a 
birth injury to the plexus at the shoulder. The 
deformity was that of flexion contracture of the 
hand resulting from paralysis of the extensor muscles. 
The second case was that of a 15 year old boy with 
infantile spastic paralysis of the hand in flexion. In 
this case the pronator syndrome could not be modi- 
fied by any form of training. 

In the young girl an excellent functional and es- 
thetic result was evident a year after operation. The 
prehensile movements of the fingers showed a fine 
degree of extension and flexion, and pronation and 
supination of the hand were complete. In the boy, 
6 months after the operation, the hand could be 
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closed to a fist with excellent force and the hand 
could be supinated to go degrees. In this case it was 
impossible to predict what other procedures would 
be necessary to obtain satisfactory results because 
this type is a complex paralytic residua. 

The technique of the operation consists in a bayo- 
net incision beginning about 6 cm. above the ulnar 
styloid and extending on the lateral border of the 
ulnar shaft to and across the wrist and then parallel 
to the metacarpal bone for about 3 cm. An oste- 
otomy of the ulna is then done at a point 3 or 4 cm. 
above the ulnar styloid and the distal portion of this 
bone is excised to leave the lateral surface of the 
radius exposed. The articular cartilaginous surfaces 
of the radius and the first row of carpal bones is 
then removed. Toward the dorsal surfaces of these 
bones two holes are bored to receive the bone im- 
plant cut from the excised portion of the ulna. The 
remaining chips and spicules of the ulnar implant are 
then inserted into the remaining radiocarpal space 
and the tissues are closed in layers. 

With completion of the operation the hand is put 
up in plaster in a position of moderate extension at 
the wrist and in exaggerated supination. After 3 
months in the cast, it is removed and re-education is 
initiated. Joun W. Brennan, M.D. 


Approach to and Exposure of the Hip Joint for 
Mold Arthroplasty. M. N. SmitH-PETERSEN. J. 
Bone Surg., 1949, 31-A: 40. 

A joint has two surfaces which must be so shaped 
as to permit function without interference or im- 
pingement through the greatest possible arc. Con- 
sequently, in the case of the hip joint, it is necessary 
to expose the acetabulum and its adjacent structures, 
as well as the femoral head and neck. In the past the 
various approaches to the hip joint have failed to 
expose the acetabulum properly, and the surgeon’s 
efforts have been directed mainly at partial recon- 
struction of the femoral head. Reconstruction of the 
acetabulum demands intrapelvic exposure of this 
side of the joint. The approach to such an exposure 
necessitates extensive dissection. Since this can be 
carried out along structural planes, it is not destruc- 
tive. 

The exposure described is an extension of the hip 
joint approach previously described by the author. 
The refinement is essentially exposure of both the 
medial and lateral sides of the anterior third of the 
ilium and the anterior acetabulum, plus osteotomy of 
the anterior inferior iliac spine and the anterior 
acetabular wall. Utilization of this approach facili- 
tates dislocation of the hip as well as reconstruction 
of the acetabulum. 

The purpose of the operation is to create a joint 
with approximately normal mechanics. This sup- 
plies the clue to fitting of the mold. Normally, joint 
surfaces glide over one another with a minimum 
amount of friction; consequently, the mold must be 
loosely fitted so as to allow the greatest possible 
range of motion between it and the adjacent, re- 
shaped surfaces of the femoral head and acetabulum. 
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Fig. 1 (Nicola). Shoulder reduced by traction and ad- 
duction with fist high in the axilla. 


The author recommends testing the range of 
motion before wound closure which enables him to 
determine the optimum postoperative position and 
the proper exercises to be used later. His experiences 
lead him to conclude that diathermy cauterization 
of the edges of the new acetabulum diminishes the 
tendency of bone proliferation and spurring. Closure 
of the wound is made along fascial planes with nor- 
mal tendinous relationships. Nine excellent draw- 
ings elucidate the technical details. 

Kenata H. Sponset, M.D. 


FRACTURES AND DISLOCATIONS 


Acute Anterior Dislocation of the Shoulder. Tov- 
FIcK Nicota. J. Bone Surg., 1949, 31-A: 153. 


The author has, in the past 6 years, operated upon 
22 acute dislocations of the shoulder and found that 
the location and extent of the injury vary with the 
mechanism producing it. The observations include 5 
cases previously reported, making a total of 27 cases. 
In most of the cases studied, the capsule and labrum 
had been torn from their attachment to the perios- 
teum of the scapular neck. When hyperabduction 
produces the injury, the capsule and more or less 
of the subscapularis are torn from the humerus. Two 
such cases were reduced only after the torn flap had 
been lifted from the glenoid cavity where it had been 
sucked. 

Downward traction and adduction with the fist 
high in the patient’s axilla is the most satisfactory 
and least traumatic means of reducing the disloca- 
tion as observed in this series of cases. Five of these 
patients suffered redislocation probably from too 


Fig. 2 (Nicola). Apparatus which prevents redislocation 
by restricting abduction and external rotation. 


early vigorous use of the shoulder before capsule re- 
attachment was secure. Tunnelling the long head of 
the biceps and the coracohumeral ligament through 
the humerus gave permanent relief. 

Restraint of external rotation and abduction for 8 
weeks gives optimum results. The apparatus shown 
by the author accomplished this well. 

Frances E. BRENNECKE, M.D. 


The Treatment of Recent Dislocations and Fracture 
Dislocations of the Shoulder. Hrenry 
J. Bone Surg., 1949, 31-A: 173. 


In the light of present knowledge, the treatment 
of acute dislocation of the shoulder by the Kocher 
manipulation, as described in 1870, proves not only 
unphysiological but risks fracture of the shaft. 
When the humerus hangs alongside of the trunk, the 
muscles about the shoulder girdle pull in various 
directions with the principal resultant in a medial 
direction. If the tensile strength of the bone is less 
than the combined medial muscle pull, Kocher’s 
maneuver results in an oblique fracture between the 
tuberosities. 

When the arm is fully abducted to the overhead 
position, all the shoulder girdle muscles run in the 
line of the humeral shaft. Muscle antagonism is 
then overcome by the same line of pull needed to 
reduce the dislocation. 

The technique of reduction based on this position 
is simple. With the patient supine, the dislocated 
humeral head is firmly fixed by the surgeon’s hand 
and the arm is gently brought to the overhead posi- 
tion when the head can be gently pushed over the 
glenoid rim. This can be accomplished so gently 
that anesthesia is rarely needed, and injury to the 
vessels or nerves has not been encountered in 10 
years’ use of this measure. 
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Prereduction check for nerve involvement is as 
essential as roentgenograms to rule out fracture of 
the glenoid or the greater tuberosity. In the presence 
of fracture, this same maneuver safely effects reduc- 
tion and alignment of the fracture. It was described 
by Sir Robert Jones for this purpose. 

In simple dislocations, a “check rein” to prevent 
abduction and external rotation is the optimum 
dressing. .When fracture is present, motion must be 
restricted by a hanging plaster, Velpeau bandage, 
abduction splint, or traction until consolidation 
occurs. Frances E. BRENNECKE, M.D. 


Open Reduction and Internal Fixation of Fractures 
of the Long Bones. Harrison L. McLaucuiin, 
SawniE R. Gaston, CHARLES S. NEER, and FREp- 
ERICK S. Craic. J. Bone Surg., 1949, 31-A: 94. 


This article deals with 200 consecutive shaft 
fractures of the tibia and femur treated by open re- 
duction and internal fixation. Sixty-five patients 
were operated upon in spite of the fact that the 
same result might have been anticipated from the 
use of other methods of treatment; 57 were operated 
upon because no other type of treatment was suit- 
able; 78 patients presented compound fractures. 

The percentage of patients immobilized after 
operation, the percentage of physiological function 
maintained, and the percentage of cases in each 
category in which there was protected early weight 
bearing are given in table form in the original article. 
The table covers 179 consecutive shaft fractures. 
Immobilization was not used after operation when it 
was not indicated. There were 7 cases of nonunion 
in the tibia, and 1 case of loss of fixation in the femur. 
Among 179 shaft fractures there were 15 extremities 
which were short, the greatest amount being 3 cm., 
and there were 5 cases of visible angulation. Among 
the 179 shaft fractures there were 12 cases of frac- 
tures of the tibia in which there was limitation of the 
adjacent joint, and there were 17 cases of fracture of 
the femur in which there was limitation of the ad- 
jacent joint. Among the 179 shaft fractures, 131 
cases were asymptomatic. 

Among 121 cases of fractures of the tibia, the 
average time of economic recovery with full normal 
activity was 5.7 months. In 58 cases of fracture of 
the femur, the average time of economic recovery was 
6.5 months. It was thought that the good results 
depended more upon the way the materials for in- 
ternal fixation were used than upon their compo- 
sition. RicHarp J. BENNETT, JR., M.D. 


The Treatment of Complicated Inflammatory 
Processes of the Elbow Articulation (Zur Behand- 
lung schwieriger Ellbogengelenkentzuendungen). 
HEInRIcH WESTHUES. Chirurg, 1948, 19: 545. 


Metal plates and a so-called wire extensor allow 
the application of tension to wire within and outside 
of a cast for inflammatory processes of the elbow, and 
also the immobilization of the wire without the use of 
metal extension arches. This method is useful par- 
ticularly when the time element is of importance and 


Fig. 1 (Westhues). a, Metal plate; b, wire extensor; c, 
the main part of the cast with the arm support; d, beaded 
wire; ¢, complete dressing; f, transverse section through 
the supporting apparatus; f!, section through the arm; f? 
section through the support; f*, cast. 


the working conditions are primitive; for instance, 
in advanced positions on the battlefield. 

Both shoulders should be included in the body 
cast, into which a wooden plank, 2 cm. thick, 5 cm. 
wide, and from 20 to 25 cm. long, is incorporated. 
After the application of the body cast, plaster of 
paris is applied to the forearm and the hand. On the 
dorsal side this cast reaches the proximal phalanges 
of the fingers, but on the volar side it extends to the 
middle phalanges to prevent premature movements 
of the fingers and also flexion contractures. A stab 
wound is made and a beaded wire is carried through 
the olecranon so that the bead is in contact with the 
bone. The cast surrounding the hand is attached 
with plaster of paris to the support protruding from 
the body cast. Two wooden planks, 1.5 cm. thick, 
35 cm. long, and 4 cm. wide on one end and 2 cm. 
wide on the perforated end, are applied so that the 
narrow ends are slipped over the ends of the wire, 
while the wide extremities are attached to the sup- 
port with plaster of paris. 

After the cast is hardened, tension is applied to 
the extension wire by means of the wire extensor. The 
two metal plates immobilize the wire. 

The apparatus provides immobilization of the in- 
jured elbow without interfering with the accessi- 
bility of the articulation. The arm needs no support 
and therefore one person is able to change the dress- 
ing. Further operations can be performed if neces- 
sary, without removal of the apparatus. 
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The apparatus is recommended by the author for 
grave injuries of the elbow accompanied by severe 
trauma of the soft tissues, because the frequently 
resulting phlegmon is easily accessible. However, the 
apparatus should not be used if the bones in the 
region of the articulation are completely destroyed. 

JosepH K. Narat, M.D. 


The Treatment of Fractures of the Metacarpals 
(Tratamiento de las fracturas de los metacarpianos). 
Monpotro and VICENTE A. Mottna. Rev. 
ortop. traumat., B. Air., 1948, 18: 32. 


The material on which this report is based consists 
of 157 cases of simple, or closed, fractures and 20 
cases of open, or complicated, fractures. 

Of the simple fractures, 32 involved the second 
metacarpal, 21 the third, 21 the fourth, and 64 the 
fifth. In 19 instances the breaks were multiple. 
There were 31 fractures of the base of the metacarpal, 
69 of the shaft, and 51 of the distal end (head, or 
subcapital fractures of Roemer). 

In 140 of the closed fractures the displacement 
was slight, and these were treated by manual re- 
duction and immobilization in plaster. In the base 
involvements, the cast included the first phalanx 
of the corresponding finger. Results are evaluated 
on the basis of 98 of these patients who could be 
followed up and in whom the late results could be 
observed. In these 98 cases there were 50 optimal, 
27 good, 12 mediocre, and g poor anatomical results; 
and 61 optimal, 31 good, 3 mediocre, and 3 poor 
functional results. Thus, the functional results were 
better, on the whole, than was promised by the ana- 
tomical conditions after healing. In the basal and 
diaphyseal involvements the functional and ana- 
tomical results accorded rather well; however, in 
fractures of the head of the metacarpal the functional 
results were so much better than the anatomical 
results that there was a sharp contrast to those in the 
other two fracture locations. The better functional 
results in fractures of the head are tentatively ex- 
plained on the basis of the more rapid consolidation 
of the subcapital fractures ; the basal lesions required, 
on the average, 37 days for consolidation, those of 
the shaft 31 days, and those of the head 26 days. 

In the more marked types of displacement which 


consisted, as a rule, in angulation toward the palm, | 


and which were more frequent in the oblique type of 
fractures of the shaft, other types of treatment were 
at times attempted. In 11 instances traction was 
tried by means of a thread passed through the pulp 
of the fingers; this form of traction was painful, at 
times produced trophic disturbances of the finger 
pulp tissues, and was not very effective. Skeletal 
traction by Kirschner wire through the basal phalan- 
geal bone tended to correct the over-riding of the 
fragments but failed to correct the lateral displace- 
ments. The results with regard to the residual stiff 
finger were unsatisfactory, despite the fact that the 
wire used was only one-third of a millimeter in diam- 
eter. Four cases were treated surgically. One pa- 
tient with a subcapital fracture of the fifth meta- 


carpus was osteotomized with immobilization in a 
plaster cast; the result was poor. A second patient 
with fracture of the second and fourth metacarpals 
who was treated by excision of the proximal frag- 
ment had a poor result. A third patient with subcap- 
ital fractures of the second, third, and fourth meta- 
carpals who was treated by the osteosynthesis of 
Lambotte had a poor result. The fourth patient 
with comminuted fracture of the head of the second 
metacarpal was treated by resection of the head of 
the bone and had a poor functional result. In these 
more severe displacements of the closed fracture of 
the metacarpals the best treatment would seem to be 
the best possible correction by the method of Jahss 
(traction and manipulation by grasping the basal 
phalanx), with a modeled cast fitting closely to the 
dorsal] surface of the fractured bone. 

In the various types of open fracture, results from 
the functional standpoint were, on the whole, not 
good. In 1 of the 20 cases of open fracture an ampu- 
tation of the finger was performed. In 4 cases in- 
fectious complications developed, requiring in 2 
instances the amputation of the hand, and in 1 case 
the amputation of the finger. In the fourth case 
osteomyelitis developed and the condition healed 
with a pseudarthrosis. Finally, in 1 patient gan- 
grene of 3 fingers developed which required their 
amputation. Of the remaining 14 patients with open 
fracture, 9 were treated by manual reduction with 
plaster immobilization, 3 by open reduction and 
plaster, and 2 by skeletal traction. Neither the ana- 
tomical nor functional results were satisfactory fol- 
lowing any of these methods of treatment. The re- 
sults in the healing of the soft tissues in these open 
fractures have improved with the advent of the 
newer drugs for combating infection, without, how- 
ever, bringing any apparent improvement in the 
functional results. 

The authors agree with Waugh and Ferrassano, 
that fracture of the metacarpal bones is a serious 
lesion and one requiring more attention than has 
previously been alloted to it. 

Joun W. BRENNAN, M.D. 


Cough Fracture in Late Pregnancy. J. W. PauLtey, 
D. H. Legs, and A. C. Pearson. Brit. M.J., 1949, 

A study of the anatomy and fracture sites in the 
majority of pregnant patients suggests that the 
shearing stress occurs along the line between the 
origin of the external oblique muscle (from the lower 
four ribs) and the costal slips of the latissimus dorsi. 
This, however, ignores the long back muscles, the 
sacrospinalis. In the pregnancy stance the head and 
shoulders are thrown back; compensatory to this is a 
lordosis involving increased postural tone, and per- 
haps hypertrophy of the iliocostalis and longissimus 
portions of the sacrospinalis. Inco-ordination or 
action of more than normal violence might occur in 
this muscle in such circumstances. Thus forcible 
expiration, as in coughing with depression of the 
lower ribs by the iliocostalis, could provide con- 
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ditions for a shearing stress sufficient to fracture a 
rib. Another possible mechanism is that the uterine 
mass is driven backward and upward against the 
inner surface of the lower chest in coughing by con- 
traction of the anterior abdominal muscles. If bone 
fragility can be excluded the remarkable incidence of 
fracture of the lower ribs, consistently on the left 
side in late pregnancy, could be due to a mechan- 
ical cause peculiar to the abdominal mass or com- 
pensatory lordosis. 

Another possible etiological factor is the likeli- 
hood of fracture when the serratus is taut at the time 
of coughing, as it may be when the arm is raised or 
when the patient is resting on one elbow. 

The treatment advocated is adequate strapping of 
which gives these patients considerable 
relief. 

There are relatively few cases of this condition re- 
ported in the literature. From a study of these cases 
and the 4 patients in their own series the authors 
noted the following common findings: (1) cough 
fractures occur late in pregnancy; (2) they tend to be 
on the left side; (3) the lower ribs are chiefly in- 
volved; and (4) multiple fractures are the exception. 

C. Frep GOERINGER, M.D. 


Cough Fracture of the Ribs. Raymonp C. CoHEN. 
Brit. M.J., 1949, 1: 133. 


The author was able to collect 7 cases of so-called 
cough fracture of the ribs. The literature on the 
subject was said to be scanty. Howson (1934) was 
able to trace 58 reported cases. 

It is probable that the fractures of the ribs are due 
to muscular action on areas of rarefaction in the ribs. 
The upper five ribs are more unlikely to fracture 
from cough because they are shorter and are sup- 
ported posteriorly by the scapular musculature. 

C. Frep GoERINGER, M.D. 


Treatment of Suppuration of the Hip Joint Follow- 
ing Injuries by Firearms (Zur Behandlung der 
Hueftgelenkseiterungen nach Schussverletzungen). 
Emit WITTMOSER and Dancscnat. Chirurg, 
1948, 19: 546. 

»Experience gained from the treatment of 46 pa- 
tients with suppurative processes in the hip joint 
following injuries by firearms led the authors to the 
following conclusions: 

There are three methods of treatment of such 
conditions: (1) partial resection of the femoral head, 
(2) total resection of the head which may be supple- 
mented by resection of the neck or a portion of the 
shaft of the femur, and (3) exarticulation. 

The first method furnished in 23 cases an excellent 
exposure of the articulation and ideal drainage at the 
deepest point. An oblique incision is made through 
the gluteus maximus muscle and the upper margin of 
the quadratus femoris. The leg is kept in a position 
of internal rotation and flexion. A part of the fem- 
oral head is resected from its lower, posterior por- 
tion. The adjoining rim of the acetabulum may also 
be removed. As the body cast interferes with early 
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detection of a phlegmon, the leg is placed, after the 
operation, on a metal splint in a position of abduc- 
tion and external rotation, and slight extension is 
applied to it. After the fever subsides, usually after 
40r 5 weeks, a body cast is applied for approximately 
5 months. Occasionally a wire extension may be 
employed. Of the 23 patients treated by this method 
4 succumbed to septicemia. 

The most popular method, namely, total resection 
of the femoral head, was employed in 14 patients. 
The author uses it only when the head or the neck 
is completely destroyed. He employs the same 
approach as that used for a partial resection be- 
cause it creates better conditions for drainage than 
the anterior route. The latter is recommended only 
when the port of entry lies anteriorly. It should be 
supplemented by a posterior incision to allow the 
introduction of a drain through the entire thickness 
of the hip. The leg is placed in a metal splint and 
extension is applied. After from 4 to 6 weeks, when 
the fever subsides, the free femoral end is placed in 
the acetabulum and a fenestrated body cast is 
applied for approximately 7 months. Of the 14 
patients operated upon in this manner, 5 died from 
septicemia. 

In g cases an exarticulation could not be avoided. 
Four patients died. Josern K. Narat, M.D. 


The Treatment of True Congenital Dislocations of 
the Hip (Etat actuel du traitement des luxations 
congénitales de la hanche). Jacques LEvEurF, 
PrerrE BERTRAND, and Henri Guras. Rev. orthop., 
Par., 1948, 34: 347. 

The authors differentiate between true disloca- 
tions and subluxations. 

Dislocations are characterized by the interposition 
of soft parts between the femoral head and the ace- 
tabulum. Closed reduction, as a rule, is almost im- 
possible and necessitates an operation in most. in- 
stances. 

Subluxations are characterized by the absence of 
interposing soft tissue. The femoral head is usually 
larger which makes it impossible for it to articulate 
properly with the acetabulum. In these cases closed 
reduction is possible and the results, as a rule, are 
excellent. Open reduction is very satisfactory in 
young infants, and the only complication of any 
consequence is epiphysitis of the femoral head which 
results in change of the shape of the femoral head. 
This complication was found in 24 per cent of the 
cases. GeorcE I. Retss, M.D. 


Roentgenographic Changes in Nailed Slipped Cap- 
ital Femoral Epiphysis. Armin KLEIN, ROBERT 
J. Jopiin, Joun A. Retpy, and JosEpH HANELIN. 
J. Bone Surg., 1949, 31-A: 1. 


The authors present a roentgenographic survey 
and clinical evaluation of 51 cases of nailed slipped 
capital femoral epiphysis previously reported in 
1947. Reported are 31 cases, 4 of which presented 
bilateral involvement, in which all hips were nailed 
in situ because the amount of slipping had been less 
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than 1cm. After an average follow-up period of 32 
months, the average index of motion was go per 
cent of normal, and the average percentage of normal 
hip function was 96. 

Early mobilization and active weight bearing on 
crutches within 2 or 3 weeks after operation promote 
preservation of the physiological function of the hip. 
In this series of cases, in which nailing was done 
in situ, traumatic arthritis or aseptic necrosis of the 
femoral head has not occurred. 

Sixteen patients were reported with marked slip- 
ping (more than 1 cm.). They were treated by 
arthrotomy, osteotomy through the epiphyseal plate, 
replacement of the head to its anatomical position in 
relation to the neck, and lateral nailing for fixation. 
After an average follow-up period of 33 months, the 
average index of motion was 85 per cent of normal, 
the average percentage of normal hip function, 92. 

To obtain early motion, active weight bearing on 
crutches is permitted within 2 or 3 weeks after opera- 
tion. Two additional basic requirements are neces- 
sary to obtain the results shown: (1) sufficient ex- 
posure should be obtained to permit replacement of 
the head; and (2) the hip joint should be entered 
through an incision across the capsule over the 
anterior portion of the epiphyseal plate. This spares 
the ligamentum teres and the posterior, superior, 
and inferior portions of the visceral capsule. The 
osteotomy is performed through the epiphyseal plate, 
which is avascular, no part of the neck being sacri- 
ficed. These details minimize the possibility of 
damage to the circulation of the head. Thus, the 
head is replaced to its normal position, its margins 
draped anteriorly and laterally beyond the neck, 
with a minimal amount of damage to the epiphyseal 
circulation. Two incidents of traumatic arthritis 
were encountered in the follow-up. Faulty per- 
formance of the operations was contributory. 

The authors have noted roentgenographic evidence 
of fusion of the epiphysis within 4 to 8 months after 
nailing in the open reduction cases and within 6 to 
18 months in the cases nailed in situ. In the latter 
group, the nailed epiphysis fused 8 to 21 months 
sooner than the epiphysis on the uninvolved side. 
With open reduction, the nailed epiphysis fused 5 
to 35 months before the epiphysis on the uninvolved 
side. The nail should extend well into the head. In 
4 cases nailed im situ, growth continued beyond the 
end of the nail. In 2 cases with slipping of more 
than 1 cm., nailing im situ was performed. By the 
authors’ present criteria, these cases would have 
open reduction to correct the deformity. 

Excellent roentgenographic reproductions are in- 
cluded to illustrate the results. These include the 
prevention of further slipping, acceleration of fusion 
of the epiphysis, and preservation of a relatively 
normal anatomy of the hip. Treatment of the slip- 
ping while it is minimal permits a simpler operative 
procedure with an excellent prognosis. It obviates 
further slipping, eliminates more extensive surgery, 
and leads to more normal hips. 

KenatH H. SponseEt, M.D. 
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Treatment of the Necrotic Head of the Femur in 
Adults. Datias B. PHemister. J. Bone Surg., 
1949, 31-A: 55. 

Cases in which there was necrosis of the head of 
the femur are presented in detail. One case was 
associated with an ununited fracture of the neck. 
The second case was associated with an ununited 
fracture at the junction of the head and neck. The 
patients were treated by drilling two holes across 
the neck and upper portion of the head of the femur. 
A rectangular tibial bone graft was inserted into each 
hole. These fractures united promptly and the upper 
portion of the head was rapidly invaded and re- 
placed by new bone. There was little roentgeno- 
graphic evidence of degenerative arthritis 734 years 
after operation. A similar result is anticipated in 
the second case in which a period of 1234 months has 
elapsed since operation. 

In a third case of ununited fracture and death of 
the head of 2 years’ duration, one graft was inserted 
across the fracture line deep into the head, while the 
upper graft was inserted only to the margin of the 
upper portion of the head. Beginning 16 months 
after operation, the upper portion of the head, which 
had not been drilled and supported by a graft, under- 
went collapse and absorption with a poor result. 

It is believed that the method here suggested 
holds promise in cases similar to those presented. 

RICHARD J. BENNETT, JR., M.D. 


Intracapsular Fractures of the Femur Treated with 
a Combined Smith-Petersen Nail aud Fibular 
Graft. James Patrick. J. Bone Surg., 1949, 31-A: 
67. 

The technique of fixation in intracapsular fractures 
in conjunction with the use of fibular grafts and the 
Smith-Petersen nail is explained in detail. 

It is believed that the addition of a fibular graft 
lengthens the operation time only a few minutes. 
Sixty-three cases are presented in table form show- 
ing the important items of treatment. In 87 per cent 
of the cases bony union occurred, and in g per cent 
of these there was also aseptic necrosis. The real end 
result can be judged only after a follow-up study of 
many years. The number of cases in this series and 
the length of time involved is too limited. It is sug- 
gested that nonweight-bearing does not prevent ne- 
crosis. It is also suggested that weight bearing 
should be avoided for the first 3 months. 

The results presented in this article seem to justify 
the combined use of the Smith-Petersen nail and 
fibular grafts. RIcHARD J. BENNETT, JR., M.D. 


Follow-Up Results of Fractures of the Femoral 

Shaft in Children—Early and Late Infancy 

’ (Résultats eloignés des fractures de la diaphyse 

fémorale chez l'enfant). N. Orconomos. Rev. 
orthop., Par., 1948, 34: 375. 

This report is based on 118 patients from the age 
of 1 to 6 years seen at the St. Louis and Bretonneau 
Hospital between the years 1539 and 1946. In no 
case was open reduction necessary. In 70 cases trac- 
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tion was employed. In 12 cases traction was used 
for from 30 to 40 hours. In 11 cases reduction was 
done on the fracture table; in 7 cases traction was 
applied for from 8 to 10 hours, followed by immobili- 
zation in a cast. 

Although reduction was not satisfactory in many 
cases there was no functional impairment. Eventu- 
ally every deformity disappeared. Shortening was 
also overcome by compensatory growth. Occasion- 
ally the affected limb would grow longer than the 
unaffected leg. It was therefore to the advantage of 
the patient to shorten the extremity at the time of 
reduction to allow for future increased growth which 
was observed in the majority of cases. 

Georce I. Reiss, M.D. 


Arthrodesis of the Ankle Joint. W. E. Gaur. J. 
Bone Surg., 1948, 30-B: 619. 

Previously, ankle arthrodesis had required wide in- 
cision into the joint and the removal of cartilage 
from the tibia, fibula, and astragalus. This resulted 
in a poor fit and difficulty in holding the desired posi- 
tion while the cast was being applied. It also gave a 
thick, ugly appearance which is objectionable. The 
author’s operation overcomes these objections. His 
technique is as follows: two short, vertical incisions, 
one in front of each malleolus, are made. The ankle 
joint is opened and the articular surfaces are exposed. 
A wide, thin osteotome is then applied to the lower 
end of the tibia and astragalus by which to cut a 
deep mortice about 1% inches long and % of an inch 
wide, the upper half of which involves the lower end 
of the tibia and the lower half, the articular surfaces 
of the astragalus and the malleoli. These mortices 
should be cleanly cut with exactly parallel walls at 
least 1 inch deep. A bone fragment 3 inches by 1 
inch is then cut from the tibia and divided into two 
parts, each of which is hammered firmly into a mor- 
tice. This results in a firm “ankylosis” from the time 
of surgery. The operation is not complicated and 
can be accomplished in less than 30 minutes. 

The present study is based on 25 operations. All 
patients obtained painless, bony fusion. Postopera- 
tive care consists in leaving the original postopera- 
tive cast on for 3 months, following which a walking 
cast is worn for another month. Patients return to 
work in from 6 to 7 months. 

Modifications of the technique may be required if 
there is varus or valgus deformity to be overcome. 
Occasionally osteotomy of the fibula, or removal of 
a portion of the edge of a tilted astragalus is neces- 
sary. In all cases, however, the author relies on the 
grafts alone for the fusion. 

Roentgenograms of gross sections demonstrate the 
bony fusion obtained. NewrTon C. Meap, M.D. 


ORTHOPEDICS IN GENERAL 


A Discussion of Tendon Repair. H. Minor Nicxots. 
Ann, Surg., 1949, 129: 223. 


The author in clear-cut fashion discusses the 
reasons for common failures experienced in the suture 
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and repair of flexor tendons according to various 
levels of involvement. 

The poorest results in repair are experienced at the 
level of the heads of the metacarpal bones and at the 
bases of the fingers. 

In the palm the juncture may be protected from 
adhesions by using the lumbrical muscles. 

At the distal phalanges only slight motion is re- 
quired so the conditions are more favorable. 

Various methods have been employed by modern 
surgeons. Bunnell recommends slitting the tendon 
sheath. Koch, Mason, and Allen excise a window in 
the sheath. Many surgeons who have given up 
primary repair, advise secondary surgery of the 
tendons. 

Cutler’s method of advancing the proximal stump 
and suturing it as closely as possible to the insertion 
of the distal stump has been used successfully by the 
author in 15 cases. Favorable clinical experience is 
supported by animal experimentation. His work 
has been rewarded with excellent results and his con- 
clusions appear entirely logical and correct: 

1. Gelatin sponge may be placed around a sound 
tendon without danger and apparently allows earlier 
free tendon motion. 

2. When used about a tendon juncture the sponge 
causes excessive fibrosis and prolonged fixation of 
the tendon. 

3. Tendon grafts are apparently autolyzed when 
surrounded by gelatin sponge. 

KENNETH E. SHERMAN, M.D. 


Quantitative Parathyroidectomy in Orthopedics 
(Parathyroidectomie quantitative et chirurgie or- 
thopédique). M. Satmon. Rev. orthop., Par., 1948, 
34: 363. 

Orthopedic surgeons very often observe ankylosis 
of a joint in which arthroplasty was performed. This 
complication may be prevented by quantitative 
parathyroidectomy. 

The difficulty of this procedure is based on the 
fact that (1) the actual amount of parathyroid 
parenchyma is unknown, and (2) this parenchyma 
cannot be differentiated from the embryonic islands. 

The author presents 2 cases, one in which 80 mgm. 
of parathyroid parenchyma were removed, and one 
in which 73 mgm. were excised. In both cases, 
arthroplasty of the hips was performed and no 
ankylosis was seen 18 months postoperatively. 

The author does not reach any definite conclusions, 
but is desirous of stimulating further investigations 
along these lines. GeorceE I. Retss, M.D. 


Congenital Elephantiasis. A. W. Farmer. J. Bone 
Surg., 1948, 30-B: 606. 

Congenital anomalous bands of the extremities 
are variable in position, depth, and in the complete- 
ness of their encirclement. They represent one of a 
group of abnormalities which are often present in the 
same individual. Cases associated with gross lymph- 
edema are rare. The treatment of the condition is 
presented in this article. 
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A male child, 4 months of age, was admitted to the 
hospital with multiple congenital anomalies of the 
hands and feet. There was no history of deformity 
in the child’s ancestors. The left foot presented a 
tight constricting band which wholly encompassed 
the limb above the malleoli. Below this encirclement 
was a tremendous enlargement. The skin was shiny 
and tight, and it had a transparent, waxy appear- 
ance. The tissues were firm. There was no pitting 
on pressure. After digital compression there was im- 
mediate return to the original shape. Radiographs 
showed very great soft tissue thickening, but there 
was no abnormality of the bones. 

The condition was treated by three operative pro- 
cedures carried out at intervals of approximately 2 
weeks. The first 2 operations were similar in nature: 
first, the anterior half, and then the posterior half, 
of the constricting band was excised. In each case a 
strip of tissue, one quarter of an inch wide and half 
the circumference of the limb, was excised in the line 
of the band. Transposition of flaps was accomplished 
by means of a “‘Z”’ plastic maneuver from the normal 
area above, into the abnormal area below, and vice 
versa. This was performed on so large a scale as to 
remove the indentation from the whole circumfer- 
ence of the limb. At a third stage operation, skin and 
subcutaneous tissues were removed from the dorsum 
of the foot down to the deep fascia. Part of the skin 
was converted into a free full-thickness graft by ex- 
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cision of all subcutaneous fibrous tissue. It was then 
replaced and a pressure dressing was applied. In one 
area there was some loss of skin which was replaced 
later by a split-skin graft. 

At the original operation, when the incision was 
first made, clear fluid flowed from the wound as 
blood might flow from a large vein. Four test tubes 
were filled with this liquid which, on analysis, 
showed a serum protein content of 2.2 gm. per cent. 
Laboratory reports, showed that only albumin was 
present. The fluid did not clot even after several 
hours. Microscopic examination showed no more 
than a few lymphocytes. 

Histological examination of removed tissue 
showed a great increase in thickness of the epidermis 
of the skin from the dorsum of the foot. In a section 
of the deeper tissues, large lymph channels could be 
seen clearly. 

Before operation it was almost impossible to rec- 
ognize the shape of the toes. Within a few days of 
the first operation there was remarkable shrinking 
of tissues. By the time the patient was discharged 
from the hospital, after the third operative proce- 
dure, the foot was almost normal in appearance. Re- 
examination several months later showed that the 
cosmetic appearance was still satisfactory and func- 
tion was excellent. There had been no recurrence of 
swelling or enlargement of the limb. 

Rupotps S. Reicu, M.D. 
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BLOOD VESSELS 


Arteriography in Pathologic Stumps. The Role of 
Arterial Circulation in the Genesis of Trophic 
Disturbances (De |’artériographie dans les moignons 
pathologiques. Du role de la circulation artérielle 
dans la genése des troubles trophiques). RENE 
LERICHE. Presse méd., 1949, No. 2: 23. 


Arteriography plays an important role for the 
differentiation of the causes of trophic disturbances 
instumps. Poor circulation may be caused either by 
obliteration or by spasm of the main artery. On the 
other hand, a too abundant vascularization and 
circulation may also cause trophic and vasomotor 
disturbances, and pain. 

Lumbar gangliectomy may give relief in many 
cases. WERNER M. Sotmitz, M.D. 


An Experimental Study on the Use of Dicumarol in 
Arterial Suture (Sull’uso del dicumarolo nella su- 
tura delle arterie. Ricerche sperimentali). Fixippo 
BELLANTI. Rass. internaz. clin. ter., 1948, 28: 553. 


The right femoral arteries of 14 dogs were exposed 
for a distance of 3 cm. under local anesthesia, and an 
incision 1 cm. in length was made into the lumen of 
each, proximal and distal loops of silk being used for 
temporary hemostasis. The arteries were then re- 
paired with continuous oooo chromic catgut on an 
atraumatic needle, the edges of the vessel wall being 
everted, which decreased the size of the lumen by 
one-third. Six of the dogs received dicumarol for 4 
days prior to operation and during the postoperative 
period. The drug was given in amounts sufficient 
to maintain a prothrombin time double that of their 
previous normal figure. Eight dogs were used as 
controls and were not given dicumarol. Twenty 
days after operation the dogs were sacrificed by 
exsanguination under ether anesthesia and the su- 
tured arteries were examined macroscopically as 
well as by serial microscopic sections. 

It was found that each of the untreated dogs de- 
veloped a thrombus which obliterated the lumen at 
the site of the suture line, whereas the lumen was 
patent in every one of the treated dogs and in only 
1 dog were there a few small thrombi. 

The author concluded that, in dogs, dicumarol 
demonstrated its value in maintaining the patency 
of sutured arteries. N. CuristiAN MEYER, M.D. 


Multiple Arterial Emboli: 3 Successful Embolecto- 
mies in a Case of Bacterial Endocarditis. H. 
WitiaM Scott, Jr., and J. MAXWELL WILLIAMS, 
Jr. Arch. Surg., 1949, 58: 28. 


The optimal treatment of peripheral arterial em- 
boli involving the lower extremities is prompt em- 
bolectomy, with local anesthesia, supplemented by 
lumbar sympathetic block and the use of papaverine 
and anticoagulants. 


The case reported illustrates the value of prompt 
recognition of the situation in repeated episodes of 
peripheral embolism, and the desirability of close co- 
operation between medical and surgical services in 
utilizing this plan of treatment. Arterial embolism 
is a true surgical emergency, and a markedly di- 
minished cardiac reserve should not be a deterrent 
to arterial embolectomy, with local or regional 
anesthesia. 

Lumbar sympathetic block was not performed be- 
fore the second embolectomy because a spinal 
anesthetic, accomplishing the same purpose, was 
given almost immediately. It is of interest to note 
that during the second and third embolectomies no 
excessive bleeding was encountered, despite the fact 
that the patient was fully dicumarolized. All wounds 
healed by first intention without hematoma or 
ecchymosis. 

Major embolic phenomena occurring during the 
course of bacterial endocarditis are usually visceral. 
Large peripheral emboli occluding the major vessels 
of the extremities apparently have been uncommon. 
Several observers have noted an increased incidence 
of embolism since the advent of intensive penicillin 
therapy of this disease. It is possible that cases of 
the type reported here will be encountered more 
frequently in the future. 

BENJAMIN GoLpMAN, M.D. 


Phlebography and Surgery of True Varicose Veins 
of the Lower Limb (Phlébographie et chirurgie des 
varices essentielles du membre inférieur). CL. 
Otivier. Presse méd., 1949, No. 2: 36. 


Although injection of sclerosing substances is 
satisfactory in many cases, a certain percentage of 
recurrences is observed even in the hands of the most 
experienced therapists. Therefore, many surgeons, 
especially in the Anglo-Saxon countries, perform 
routine ligation of the saphenous vein after injection 
of morrhuates or similar substances. This method of 
treatment gives better results than injection alone; 
however, even with this method, a certain percentage 
of failures occur due to short circuits via communi- 
cating veins to the deep vessels. Furthermore, if in- 
jection treatment precedes the ligation, embolisms 
or phlebitis may occur in rare instances. 

By phlebography, the short circuits can be ascer- 
tained and their location visualized. Therefore, 
phlebography should be done routinely in all cases 
before the type of treatment is decided upon. 

The author recommends ligation not only of the 
trunk of the saphenous, but the perforant tributaries 
which communicate with the deep venous network, 
and which can be localized easily by phlebography. 
The ligation should precede the injection treatment 
in order to obviate accidents and to shorten the time 
of bed rest. This method has been used in 100 cases 
since 1943 without a single incidence of embolism or 
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phlebitis. In local anesthesia, the vein is exposed by 
vertical rather than by horizontal incision close to the 
femoral vein, and resected to a length of 4cm. At 
the same time, all communicating tributaries, pre- 
viously demonstrated by phlebography, are ligated. 
The patient is not confined to bed at all and leaves 
the hospital on the fourth day after surgery. One 
month later, the sclerosing injections are done. Usu- 
ally, much fewer injections are necessary than in the 
preoperative injection method. 

Finally, the author stresses the beneficial effect of 
this method of treatment on the healing of varicose 
ulcers. WERNER M. Sotmitz, M.D. 


Treatment of Varicosities of the Lower Extremities 
(Tratamento actual das varizes dos membros in- 
feriores). José pE Borja ArAtyjo. Gaz. méd. Por- 
tuguesa, 1948, 1: 644. 

Four methods of treatment of varicosities of the 
lower extremities may be distinguished, as follows: 

1. Prophylaxis, chiefly applicable to pregnant 
women who should be instructed to do bending and 
stretching exercises of the legs several times a day, 
and to assume a reclining position with the legs ele- 
vated in the middle of the day. 

2. Conservative treatment consisting of the ap- 
plication of elastic bandages and elevation of the 
lower extremities, and employable when there are 
contraindications to an active therapy, e.g., senility, 
debilitating diseases, impairment of arterial circula- 
tion, pelvic tumors or other obstacles to the venous 
reflux, pregnancy, and phlebitis of the deep veins. 

3. Employment of sclerosing substances alone or 
combined with operative procedures. The author 
reports recurrences in 60 per cent of cases in which 
injections alone had been given. 

4. Operative methods, namely, single or multiple 
ligations, with or without concomitant injections of 
sclerosing solutions. The vena saphena magna is 
exposed at its junction with the femoral vein through 
a longitudinal incision; the vein and its tributaries 
are ligated; the lesser or external saphenous’ vein is 
exposed in the popliteal region. Five cubic centi- 
meters of sodium morrhuate are injected into the 
distal portion of the transected vein. 

In patients with bilateral varicosities, the author 
prefers to perform the operation in two stages, allow- 
ing a period of 7 days to elapse between them. 

JosepH K. Narat, M.D. 


Further Consideration of the Surgical Management 
of Chronic Varicose Ulcers. N. Owens and 
H. BetHea. Plast. Reconstr. Surg., 1948, 3: 633. 


The authors present a brief history of varicose 
ulcers and their treatment. Chronic varicose ulcers 
of the lower extremity are more commonly observed 
than any other type; they represent about 90 per 
cent of all chronic ulcers of the leg. Heredity is an 
important factor in about 65 per cent of all patients 
suffering from varicose veins or chronic ulcers. These 
ulcers frequently occupy the area above the medial 
malleolus and occur on the left leg more often than 
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on the right. The incidence of syphilis in chronic 
ulcers of the lower extremities is discussed. A small 
percentage of chronic ulcers of the lower extremity 
will be found to arise as the result of sickle cell 
anemia. Both of these conditions should be ruled 
out before a positive diagnosis of chronic varicose 
ulcer is considered established. 

An extended discussion of the pathologic charac- 
teristics of these cases is presented. One of the first 
factors in the development of a chronic leg ulcer is 
that of venous stasis. Associated with this is a pro- 
gressive anoxemia and local acidosis which develops 
as the result of stagnation of the metabolic processes 
in the skin and subcutaneous tissue. Slight trauma 
to the tissue undergoing such alterations provides an 
entrance to bacteria that leads to early ulceration, 
and may act as a focus for the development of a 
chronic leg ulcer. Because of the lowered resistance 
of local tissue, infection is difficult to combat. Pro- 
gressive infection means further interference with 
lymph drainage, subsequent proliferation of scar, and 
increased diminution of local blood supply. 

The author observes that probably no surgical 
condition has been subjected to a greater variety of 
treatments than chronic varicose ulcers of the lower 
extremity. During the initial, acute stage of the 
development of varicose ulcers, approximately 75 
per cent of these ulcers could be cured by relatively 
simple methods. The administration of penicillin 
and the sulfonamides, in association with venous 
ligation and injection, physiologic rest, elevation of 
the extremity for adequate drainage, and the appli- 
cation of moist, saline pressure dressings should 
insure a satisfactory cure in the vast majority of 
these early cases. A satisfactory cure will require 
that treatment be directed to chronic varicose ulcers 
complicated by varying amounts of infection, a 
marked diminution in the vascular supply, sufficient 
disturbance in the local lymph drainage to produce 
chronic lymphedema, and a massive amount of 
scar. Obviously, that treatment must offer an ade- 
quate blood supply to the part and correct the dis- 
turbance in lymph drainage of the local area if the 
other pathologic states are to be improved. From a 
study of the regional anatomy, it appears that the 
correction of these defects will entail complete ex- 
cision of all offending scar, together with complete 
excision of an equal area of deep fascia because the 
deep fascia completely invests the musculature of 
the lower leg, and separates the blood supply into the 
superficial and deep circulation. 

In all of the cases reported in the present article, 
half-thickness grafts were applied immediately fol- 
lowing the excision of scar and deep fascia. All 


grafts have remained entirely stable and there has 


been no disability due to adherence of the grafts to 
the muscles, tendons, or bones. There have been no 
breakdowns in the grafts that have not been associ- 
ated directly with trauma and which have not healed 
spontaneously. The postoperative care of these pa- 
tients is a very important factor in the success of the 
procedure. After the application of the graft, a 
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single layer of surgical rayon is applied over the 
graft, followed by the application of the usual type 
of pressure dressing held fixed by a No. 8 Ace band- 
age. The foot is splinted to produce complete 
immobilization. The patient is kept in bed for 4 or 5 
days and the dressing is then changed with reappli- 
cation of the splint. When the graft has become 
firmly attached and circulation is insured, the pa- 
tient is supervised in a series of vascular exercises. 
These exercises are described in detail. Eight cases 
are presented in detail together with photographs 
illustrating the procedures for each of the ulcers. 
HERBERT F. THurston, M.D. 


The Question of Gangrene Following Popliteal In- 
jury (Ueber die Frage der Gangraen nach Popli- 
teaverletzung). GomBx6été. Helvet. chir. acta, 
1948, 15: 454. 

The author presents his views concerning the high 
percentage of cases of gangrene of the lower extremi- 
ty following injury to the popliteal artery. He con- 
siders the older points of view concerning well de- 
veloped collaterals, good heart function, and com- 
plete adaptability of the circulatory system, as well 
as the opposing points of view that the number and 
caliber of collateral vessels at the knee are or are not 
adequate. He believes that the results of animal ex- 
periments throw little light on the subject, and 
that the occurrence of the condition may be ex- 
plained by phylogenetic circumstances. 

The collateral circulations at the shoulder and hip 
are not analogous to that at the knee, since at the 
knee there are hardly any arteries which contribute 
to the collateral network that originate higher up 
and are not involved in the injury. The connections 
of the branches proceeding from the popliteal artery 
itself upwards are maintained by the popliteal ar- 
tery alone. In the case of early ligature of the pop- 
liteal artery, collateral circulation does not develop 
because the capacity of the available collaterals is 
poor, due to fall in blood pressure, pressure of the 
hematoma, and also because of the fact that the 
major part of the collateral circulation has been dam- 
aged along with the popliteal artery and is depend- 
ent on the popliteal artery. The results of ligature 
of the cubital artery at the elbow and the popliteal 
artery at the knee are different because the circula- 
tion at the corresponding regions is dissimilar. The 
collaterals at the elbow originate higher and termi- 
nate lower into the chief branches than those at the 
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knee. At the knee the popliteal artery and the col- 
lateral branches are confined to a smaller space than 
are the vessels at the elbow. 

Joun L. Linpquist, M.D. 


LYMPH GLANDS AND LYMPATHIC VESSELS 


Notes on the Anatomy and Physiology of the Tho- 
racic Duct and on the Treatment of Injuries to 
It. Lars HotmBerc. Acta chir. scand., 1948, 97: 
215. 

Four cases of injury to the thoracic duct are re- 
ported. Excision of the left cervical metastatic 
nodes, scalenotomy plus division of the cervical 
sympathetic trunk, a Peet sympathectomy, and a 
possible traumatic rupture accounted for the injuries. 
In 2 of the cases reoperation with ligature of the duct 
in one and tamponade in the other was required. In 
the third case the injury was discovered at operation 
and the ends of the duct were sutured. The injury 
healed spontaneously in the fourth case. 

A summary of the literature with regard to the 
anatomy and physiology of the thoracic duct and 
the treatment of its injuries is presented. The con- 
sequence of either an internal or external thoracic 
duct fistula is usually a rapid loss of protein, fluid, 
salts, and fat. Inanition quickly supervenes if the 
patient is left without effective treatment. Blood 
and plasma transfusions, a rich diet, and protein 
substitutes are recommended. Fat should be reduced 
to a minimum in the diet and it is suggested that the 
administration of atropin may lessen the flow of 
chyle. The chief finding of internal affections of the 
thoracic duct is said to be chylothorax, for which 
thoracenteses may be employed. 

Ligature is recommended for the injury in the cer- 
vical portion of the duct with tamponade reserved 
for those cases in which it fails. An expectant atti- 
tude is warranted in those injuries which involve the 
intrathoracic portion, for the operative correction of 
the defect is considerably more difficult. Should the 
defect fail to heal spontaneously, ligature of both 
the central and peripheral ends must be made. Ex- 
ternal drainage of these injuries may be resorted to 
only as a palliative procedure to prevent the forma- 
tion of chylothorax and its complications. As a re- 
sult of modern fluid therapy and the progress of cer- 
vical and thoracic surgery the prognosis may now be 
judged to be relatively good. 

Attan D. Cattow, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE, 
POSTOPERATIVE TREATMENT 


The Use as Controls of Various Hemotologic Values 
and in Particular the Plasma Protein Level 
after Surgical Intervention (Sull’utilita del con- 
trollo di alcuni valori ematologici ed in particolare 
del tasso delle proteine plasmatiche dopo interventi 
chirurgici). CorRADO CONFALONIERI. Amn. ostet. gin., 
1948, 70: 601. 

The author reviews the literature on the value 
of protein therapy in surgery. He then reports on 
studies made on 20 patients. Plasma protein, hema- 
tocrit, hemoglobin, and red cell determinations 
were made preoperatively, immediately following 
surgery, and during convalescence. All the data 
are given for each case. 

Hypoproteinemia was found in 16.6 per cent of 
the cases. It was noted that fever was more common 
with hypoproteinemia, but it was also noted that 
this was true in the patients subjected to major 
surgery. Edema was not encountered, and it was 
believed that this was accounted for because no 
values below 4.5 per cent (the absolute limit of 
edema of Efskind) were found. One wound with 
infection and another with poor healing were both 
associated with low protein values. 

The author believes that one cannot estimate 
blood loss or protein values without laboratory 
studies. He uses the Phillips copper sulfate gravi- 
metric method for determining the plasma protein 
values because he believes that it is more practical 
than the more precise methods. The use of amino 
acids is recommended when the plasma protein 
values are low and their administration should be 
controlled by plasma protein determinations. 

Lucian J. Fronputi, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Nature of the Shift of Plasma Protein to the 
Extravascular Space Following Thermal Trau- 
ma. OLIVER Cope, JoHN B. GRAHAM, FRANCIS D. 
Moore, and MarcareT R. BALL. Ann. Surg., 1948, 
128: 1041. 


Discussion of the circulatory disorder of the 
burned patient and of the need for fluid is inadequate 
if it does not include a consideration of the abnormal 
distribution of the plasma proteins which occurs 
within the body as a direct result of the injury. Col- 
loid osmotic pressure is exerted by the plasma pro- 
teins in differential concentrations on either side of 
the semipermeable capillary membrane which ap- 
portions water between the plasma and the intersti- 
tial space. The sudden increase in permeability of 
the capillary wall caused by the burn destroys the 
osmotic pressure of the plasma in the area of injury 
and permits the collection of edema in the wound. 


Two current misconceptions regarding the dis- 
tribution of plasma proteins are (1) that the proteins 
of plasma circulate only within the blood stream, 
and (2) that the remaining circulating plasma has a 
lowered protein concentration. 

The disordered distribution of protein as a result of 
a burn has been approached experimentally by col- 
lecting lymph flowing from the burned foot of the 
dog. There is an increased flow of lymph following 
the burn and a significant one in lymph protein. This 
indicates the permeability of the damaged capillary 
membrane to protein. The degree of capillary dam- 
age depends to an extent upon the intensity of 
the burn. However, no matter how severe the burn, 
the protein concentration of the lymph is never as 
high as that of the plasma. There is only a portion of 
the plasma protein that passes with the water into 
the lymphatics. The unaccounted for fraction is not 
lodged in the wound, as indicated by the observa- 
tion that fluids removed by needle from the wound 
have protein concentrations slightly lower than that 
of the lymph. There is only one place for the un- 
accounted for protein fraction to be and that is still 
in the blood stream. 

This assumption was proved by the findings of an 
increased protein concentration in the plasma of 
dogs after burning. The dilution of protein succeed- 
ing the initially increased concentration indicates 
withdrawal of fluid from the unburned tissues into 
the blood stream. 

It was proved experimentally that the initially 
more concentrated plasma does not take back water 
from the wound. The lymphatic trunks of the hind 
feet, the neck, and the thoracic duct of the dog were 
cannulated and a control flow of lymph was ob- 
served. The feet were then burned and when the 
typical curve of increasing lymph flow from the feet 
and rising serum protein concentration and hema- 
tocrit were established the animal was given hyper- 
tonic albumin intravenously. The hematocrit fell 
promptly, and this represented an increase of plasma 
volume due to absorption of fluid from the tissues. 
This fluid came virtually entirely from the unburned 
tissues and not from the burn wounds as indicated by 
cessation of the flow of lymph from the cervical 
trunk and a drop in the thoracic duct pressure while 
the increased flow from the burned feet continued. 
The cessation of flow of lymph from the cervical 
region persisted and indicated severe dehydration of 
this unburned region of the body. This suggests that 
the mechanism for the reabsorption of water locally 
is also damaged by a burn, the only mechanism for 
return of fluid from the wound remaining intact being 
the lymphatic system. 

The osmotic influence of the increased concentra- 
tion of protein found in the circulating plasma, im- 
mediately after injury, upon the water concentration 
of the unburned tissues depends in part upon the 
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albumin-globulin ratio. The lower the ratio the less 
dehydrating it should be. This was proved experi 
mentally by using radioactive diazo dyes and by 
chemical analysis of the proteins in both the plasma 
and lymph of dogs. As a result of the burn the 
capillary wall becomes wholly permeable to albumin 
but not to the globulins. This fall of the albumin- 
globulin ratio encountered immediately after injury 
should offset or reduce the rise in osmotic tension 
indicated by the increase in concentration of the total 
proteins. 

Tests for abnormal proteins were made but none 
was found. 

Clinical observations on burned patients were 
made, comparing the protein content of the initial 
blebs at varying time intervals with that of the 
blood plasma. This data on the human patients 
gave comparable results with the same implications 
as those on the dog. Harvey S. AttEN, M.D. 


Antibiotic Therapy for Cutaneous Anthrax: Report 
of 5 Cases. W. A. Reitty and C. R. BEESON. Arch. 
Int. M., 1948, 82: 529. 

The purpose of this article is to outline the favor- 
able results of treating cutaneous anthrax with peni- 
cillin and sulfadiazine and with streptomycin. 

It is claimed that the incidence of anthrax is rising 
in the United States. 

For many years there has been a greater incidence 
of human anthrax in the United States in certain 
areas, i.e., the Atlantic seaboard, in which infected 
hides from foreign countries (Arabia and Egypt) 
were processed. 

The patients in cases 1, 2, 3, and 4 were given 
300,000 units of penicillin and sulfadiazine daily for 
5 days. Improvement started within 24 hours and 
continued thereafter. 

The improvement in all 4 was quick in onset and 
progressively more notable daily. Some evidence of 
the “tissue damaging factor” of the Bacillus an- 
thracis was detected, but it was only slight. This 
damage, probably due to the toxin, continues to 
operate for a short time after the organisms have 
been killed by the penicillin. 

In case 5 the dosage of streptomycin was in keep- 
ing with the normal amount recommended for its 
proper usage. The patient’s toxicity and the malig- 
nant appearance of the lesions were decreased to a 
great extent within the first 24 hours, the fever dis- 
appeared after 36 hours, and axillary lymphadenop- 
athy was barely palpable (the areas being no longer 
tender) by the sixth day of treatment with strepto- 
mycin. The renal lesion slowly improved and was 
not aggravated. It is possible that the dosage of the 
drug and the duration of its administration could 
have been decreased. 

A choice between penicillin and streptomycin for 
therapy in human beings would at present probably 
favor penicillin for it has more effectively suppressed 
the cultural growth of anthrax, it is more widely dis- 
tributed, and it costs less since only from 100,000 to 
200,000 units daily for from 5 to 7 days are required. 
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A sensitivity test with the two antibiotics is very 
desirable when there is doubt, as, for instance, when 
a patient has cutaneous anthrax and septicemia. 

GerorGE W. RicHArpson, M.D. 


The Use of Penicillin in Open Injuries of the Hand 
and Fingers (L’emploi de la pénicilline dans les 
traumatismes ouverts de la main et des doigts). M. 
BELENGER. Acta chir. belg., 1948, No. 8: 490. 


The author believes that, in the era of antibiotic 
therapy, the indications for mutilating operations of 
the hand and fingers should be completely revised. 

Up to recent times, the fear of infections caused 
most surgeons to recommend finger amputations or 
other mutilating interventions in the majority of 
open injuries with fracture. The author suggests a 
much more conservative proceeding. Only total 
interruption of the circulation or complete crushing 
of all the soft tissues warrants ablation. Under 
penicillin therapy, from 30,000 to 100,000 units 
every 3 hours for 2 to 3 days, not one infection 
occurred in a series of 148 complicated fractures 
although in part of the cases the phalangeal articu- 
lations were open and exposed. Suture of the opened 
joints and severed tendons, and skin grafts when 
necessary gave excellent functional results which 
would not have been possible before the penicillin 
era. 

Healing of the injuries was considerably acceler- 
ated under this therapy. The author shows in an 
interesting table that the average time until return 
to work was reduced by more than one-third as 
compared with patients treated without antibiotics. 

WERNER M. Sotmitz, M.D. 


ANESTHESIA 


Anesthesia for Neurosurgery. Louis L. TEpLinsky, 
ZicMORE Harris, W. H. CAssEts, and Oscar 
Sucar. Anesthesiology, 1949, 10: 82. 


The anesthesia problems involved in neurosurgery 
are analyzed and a number of requirements are out- 
lined. The characteristics of the common anesthetic 
agents as they pertain to these requirements are 
discussed. 

The authors state that ideally, we should find a 
solution common to all these problems, but prac- 
tically, this has never been achieved. We are forced 
to compromise and to accept the solution which most 
nearly meets all the requirements. A method of 
anesthesia in which nitrous oxide is supplemented 
with dilute pentothal solution by drip, and intuba- 
tion is facilitated by topical anesthesia has proved 
satisfactory in a series of 203 cases. 

Mary Frances Por, M.D. 


Anesthetic Management for Surgery Within the 
Thorax: A Report of 309 Cases. KATHERINE 
FIisHER, LAWRENCE D. LEE, Dirk E. STEGEMAN, 
and RosBeErt B. Youne. Anesthesiology, 1948, 9: 623. 


The authors present the methods used by one 
group of anesthesiologists in dealing with the special 
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problems encountered in the management of anes- 
thesia for major intrathoracic surgery. The opera- 
tive and postoperative courses have been studied, 
and a comparison made as to the efficacy of the 
various agents and the condition of the patient. 

The goal of the anesthetist in intrathoracic surgery 
is to produce satisfactory anesthesia with adequate 
oxygen for all tissue requirements and to prevent the 
secretions of the diseased lung from entering the 
healthy one. The method that has seemed to prove 
most satisfactory in this series is endotracheal anes- 
thesia with the patient in deep Trendelenburg posi- 
tion. The anesthetic combinations which seem to 
depress the patient the least with a minimum of un- 
toward effects are pentothal with topical anesthesia, 
or pentothal and curare for intubation, followed by 
ether, or ether and curare for maintenance. Certain 
undesirable results have been observed with cyclo- 
propane. 

Strict attention to detail and co-operation between 
the anesthetist and surgeon have been factors in 
lowering the mortality and the morbidity. 

Mary FRANCES M.D. 


Myanesin As a Muscle Relaxant. Harotp R. Grir- 
Fito, C. R. STEPHEN, WILLIAM G. CULLEN, and 
WEsLEY Bourne. Anesthesiology, 1949, 10: 61. 


The muscle relaxing properties of myanesin, one of 
the a-substituted ethers of glycerol, have been re- 
viewed from clinical and laboratory experience, and 
compared with curare. The present study was 


motivated by the report of Mallinson who concluded, 
from clinical experience in 112 patients, that myane- 


sin appeared to have well marked advantages over 
curare, such as a wider margin of safety, abdominal 
relaxation in the conscious patient without distress- 
ing intercostal paralysis, and with full abdominal 
muscle relaxation. 

In this series myanesin was administered to 120 
anesthetized patients, 75 conscious patients, and to 
25 cats and rabbits. The results were compared with 
more than 2,000 personally observed administra- 
tions of curare in anesthesia, either as intocostrin or 
one of the preparations of d-tubocurarine chloride. 
Myanesin was used in the same kind of cases and 
under the same conditions as curare was used. Cy- 
clopropane was the most commonly used anesthetic 
agent. It was found that myanesin was effective as a 
muscle relaxant provided enough of it was used, but 
its relaxing effect was less predictable in any case. 
The average dose was 8.7 c.c. With myanesin, the 
duration of relaxation was no longer than that ob- 
tained with curare, and respiratory depression was 
observed as occasionally as with curare. The relax- 
ing effect of 10 c.c. of myanesin appeared to be ap- 
proximately equal to that of 3 c.c. (60 units) of 
intocostrin. 

Observations of the conscious patient given 20 
mgm. of myanesin per kilogram of body weight at 
the rate of 1 to 2 c.c. per minute demonstrated that 
there were no measurable effects on nerve and muscle 


action potentials upon transmission at the neuro- 
» 
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muscular junction, on induction along the sciatic 
nerve, or on synaptic transmission of impulses 
through the spinal cord. This led to the opinion that 
the site of action of the drug was central rather than 
peripheral. None of the conscious patients showed 
any loss in voluntary muscle power as measured by 
the dynamometer. 

The disadvantages to the use of myanesin are (1) 
occasional local irritation set up in the vein at or 
above the site of injection, and (2) the occurrence of 
hemoglobinuria associated with albuminuria. These 
complicating factors are sufficiently serious to indi- 
cate that myanesin in its present form is not a 
satisfactory substitute for curare in clinical anesthe- 
sia. Through its central action the drug may have 
some useful place in the treatment of certain neuro- 
logic diseases, and its further study in this field 
should be encouraged. Mary Karp, M.D. 


Intravenous Demerol-Scopolamine Amnesia Dur- 
ing Labor. Joun M. Brown, Perry P. Votpitro, 
and RicHARD TorPIN. Anesthesiology, 1949, 10: 15. 


A method is described in which demerol hydro- 
chloride and scopolamine hydrochloride was utilized 
during parturition. 

The first administration of the drug is at the on- 
set of true labor; that is, when labor pains are of 40 
seconds duration, and when they occur at regular 
intervals of 5 minutes or less. At this point a solu- 
tion containing 10 mgm. of demerol and 1/1000 
grain of scopolamine per cubic centimeter is injected 
intravenously at the rate of 1 c.c. per minute until 
the patient begins to talk incoherently, shows signs 
of falling asleep between pains, and exhibits only a 
slight amount of restlessness with each pain. Us- 
ually this initial dose is from 8 to 10 c.c. of the solu- 
tion in those patients who had received no previous 
drugs. The second intravenous injection (an aver- 
age of 3 to 5 c.c. of the solution) is required in from 
2 to 3 hours after the first. This is usually sufficient 
for multiparas; however, primiparas require a third 
administration in from 3 to 5 hours after the second. 
The criteria for a repeat dosage are undue excite- 
ment with each pain, restlessness, alertness and co- 
herency, and the lapse of time from the last injection 
of the drug. 

All episiotomies are performed under local anes- 
thesia and repaired under cyclopropane anesthesia. 
This technique was employed in 250 obstetrical 
patients over a period of 1 year, and 100 unselected 
case histories were studied in detail, with informa- 
tion on method of delivery, progress of labor, infant 
mortality and morbidity, state of the newborn, am- 
nesia during labor, and analgesia during labor. 

The primary effect of the combination of agents 
used was the production of adequate amnesia in a 
high percentage of the patients studied (excellent in 
53.3 per cent and good in 32.6 per cent). Demerol, 
as employed in these cases, produces a sufficient de- 
gree of analgesia to reduce the restlessness of the 
mother during labor, but not a sufficient amount of 
analgesia to reduce pain entirely. 
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The incidence of apnea neonatorum was low; this 
condition occurred in only 10 patients, 6 of whom 
required resuscitation. The previous or simultaneous 
administration of barbiturates or morphine with 
demerol resulted in a greater incidence of apnea in 
the newborn. 

The administration of these drugs is justified be- 
cause of the amnesic action of scopolamine and the 
analgesic action of demerol. The intravenous route 
of administration of these drugs produced side effects 
of a minor nature. No spasmolytic effect of demerol 
was observed upon the uterus. The potentiation of 
barbiturate medullary depression by demerol was 
noted. Mary Karp, M.D. 


A Study of Pentothal Sodium Anesthesia and a 
Critical Investigation of the Use of Succinate as 
an Antidote. Jon H. Tucct, Mary A. B. Bra- 
z1ER, HENRY H. W. MItEs, and JAcos E. FINESINGER. 

Anesthesiology, 1949, 10: 25. 


Some of the biochemical aspects of the oxidative 
theory of anesthesia are presented and discussed. 
On the basis of succinate oxidation being unaffected 
by barbiturate anesthesia, the authors postulate that 
disodium succinate might be expected to act as an 
antidote to sodium pentothal anesthesia. 

Electroencephalogram records were used as the 
objective record in the cases studied. Both healthy 
males and psychiatric patients were studied; the 
psychiatric diagnoses were all in the psychoneurotic 
classifications. Pentothal sodium anesthesia was 
induced and a classification of the stages and planes 
of anesthesia was made on the basis of clinical ob- 
servation correlated with electroencephalographic 
records. 

Disodium succinate was administered intra- 
venously before, during, and at the completion of 
anesthesia, and controls were run with other sodium 
salts instead of succinate. The electroencephalo- 
graphic effects of the succinate administration were 
variable, as were the clinical findings. Some pa- 
tients awakened more rapidly following the succin- 
ate, but others were essentially unchanged. 

The authors conclude that a definitive decision as 
‘to the value of succinate would be unjustifiable at 
this time. 

Several variables, such as tolerance to pentothal 
sodium, are suggested as reasons for the need of 
caution in assessing the antidotal effects of disodium 
succinate. R. Grsson ParrisH, M.D. 


Tachycardia in Children During Anesthesia. Katu- 
ERINE JACKSON. Anesthesiology, 1948, 9: 573. 


The present study was undertaken to determine 
the effect of four factors upon the average mainte- 
nance pulse rate during anesthesia, namely: preanes- 
thetic apprehension, premedication with nembutal, 
the agent used, and the technique of administration. 
In 108 children, the pulse rate was recorded at fre- 
quent intervals during the period of anesthesia. 
Averages of these individual readings were used to 
compute a general average maintenance pulse rate 
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for the entire group. Repeated pulse readings, on 
the wards, of the same group of children provided a 
control. 

The average maintenance pulse rate was ro to 14 
per cent higher in the apprehensive group than in 
the group that showed no fear. Nembutal premedi- 
cation seemed to have a physiologic sedative effect 
independent of its psychic sedation since in the non- 
apprehensive children, those who had been given 
nembutal had 1o per cent lower pulse rates than 
those who had not had nembutal. The lowering of 
the pulse rate was particularly noticeable in the 
younger children. 

For the purpose of maintaining a more physiologi- 
cal pulse rate, cyclopropane seemed to be a better 
anesthetic agent than ether. The technique of ad- 
ministration has little effect on the average pulse rate 
in children during anesthesia. When ether must be 
administered, the quiet child is much more likely to 
have a reasonably physiologic pulse rate than is the 
apprehensive child. Mary Frances Por, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Blood Determination and Estimation of Blood 
Loss During Surgical Operations. Norris E. 
LENAHAN, THEODORE A. Spitz, and DEForest W. 
METCALF. Arch. Surg., 1948, 57: 435- 


The gravimetric method was used to estimate the 
blood loss froma variety of surgical procedures. Dur- 
ing the course of an operation the curve of the blood 
loss and the curve of blood gained by transfusion 
could serve as a guide to the volume of necessary 
replacement. 

In the present article the blood loss incurred in 
270 surgical operations was reported. The average 


TABLE I.—DATA ON BLOOD LOSS 


Blood loss, cc. 


Number 
of 


cases 


Mini- 
mum 


Maxi- 


Average 


Hernia 20 25 75 40° 


Appendectomy 20 25 5° 35 


Hemorrhoidectomy 20 25 150 


Salpingectomy 80 


Hysterectomy 155 
Thyroidectomy 75 
Biliary 75 
Gastric resections 

Intestinal resections 
Abdominal perineal resections 
Vagotomy 


Suprapubic prostatectomy 
Transurethral resections _ 
Nephrectomy 


= 

Operations | | = | 

55 

150 

300 

as | 

| 60 | 423 

EES 

10 285 845 478 
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loss of blood in 12 gastric resections was 503 ml. It 
was emphasized that in the latter operation there 
was a tendency to overinfuse the patient with blood 
unless the actual loss was measured. 
BENJAMIN G. P. SHaFriroFr, M.D. 

Concept and New Techniques of the Dermoepi- 
dermal Graft (Conception et technique nouvelles 
de la greffe dermo-épidermique). F. Lacrot and 
R. Favre. Rev. chir., Par., 1948, 67: 332. 


The authors present their concept and technique 
of skin grafting after 3 years of extensive experience 
with skin lesions requiring cutaneous grafts. They 
emphasize the importance of early grafting before 
extensive cicatrization has occurred. Third degree 
burns were grafted by the eighth day, after careful 
preparation with chemotherapy, débridement, and 
local application of a solution of salt, glycerin, and 
acetic acid which aided in the separation of the 
eschar. Traumatic avulsions were immediately dé- 
brided and grafted with excellent results. The 
authors also grafted cutaneous ulcerations including 
extensive cutaneous anthrax, and many postopera- 
tive wounds doomed, by their extent, to heal by 
second intention. 

Their grafts were of the split-thickness variety, 
usually obtained from the anteromedial aspect of the 
thigh by means of an adjustable razor plane. The 
superficial surface of the graft was spread out on 
vaseline gauze or tullegras, and cut to the desired 
size. Excessive skin was refrigerated in glass tubes 
and remained viable for 20 days. 
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The authors illustrate their technique of grafting 
a large cutaneous anthrax. Complete excision of the 
ulcerated area is carried out. Hemostasis is ac- 
complished by electrocoagulation and adrenalin 
compresses. Several uncut wire sutures are placed 
around the periphery of the lesion. The graft is 
treated with a “glue” of plasma and prothrombin, 
and is placed in position. The peripherally placed 
wire sutures are then tied over several layers of gauze, 
thus holding and compressing the graft in place. 

Following operation, the grafted areas are im- 
mobilized as completely as possible for a period of 
7 to 1o days. Extremities are elevated and enclosed 
in plaster with windows cut over the grafted areas. 
Ice bags are applied to these areas for 8 days after 
the operation, in order to prevent necrosis of the 
graft. Chemotherapy is administered during the 
entire preoperative and postoperative period. The 
first dressings are done on the seventh to tenth days 
and the preserved “refrigerated” grafts are applied 
to any denuded zones. 

The authors used homografts in several cases 
without success. They noted that grafting with the 
same foreign skin two different times resulted in 
more rapid destruction of the graft the second time. 
This phenomenon, they believed, was of an anaphy- 
lactic type, and they suggest the possibility of de- 
sensitizing the recipient with a skin extract of the 
donor prior to grafting. 

According to the authors’ statistics, they obtained 
g2 per cent successful “‘takes” in 100 cases by their 
method of skin grafting. Joun H. Frynn, M.D. 
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New Applications of the Principles of Kymography 
(Nouvelles applications des principes de la chymo- 
graphie). Lopo pE CarvatHo. Bruxelles méd., 1948, 
28: 2709. 

The author describes a method by which the cir- 
culation time is accurately measured by the injection 
of thorotrast into the vein of the arm. For this 
purpose he and his coworkers revived the old kymo- 
graph with a transverse split. A film moving down- 
ward at known speed gives the kymograms of the 
superior vena cava, aorta, main branches of the 
pulmonary artery, and pulmonary veins. The ky- 
mograms appear on the film at different times de- 
pending upon the lung circulation time. They are 
measured by the known speed of the film. On 
varying the position of the split, the time of the 
right and left heart circulation and that of the pul- 
monary tree can be measured. This method can be 
applied to other organs, the brain, and the limbs. 

In the second part of the article the author de- 
scribes a procedure for determining the mobility of 
the wall of a cavity in the lung. For this purpose he 
devised a kymograph with two crossed splits moving 
clockwise and describing a go degree angle. The 
center of the cavity must coincide with the point at 
which the two splits cross. Some practical examples 
of the usefulness of this apparatus are given. 
K. P. Siu, M.D. 


Visualization of the Cavum Tympani and the Audi- 
tory Canal with Opaque Medium. Experiments 
on Dogs (Visualizzazione con mezzi di contrasto 
opachi del cavo del timpano e della tuba auditiva. 
Prime esperienze sui cani). Mario Faccint. Radiol. 
med., Milano, 1948, 34: 842. 

An opaque medium, namely, ioduron (30 per cent 
iodized oil), was injected by the author into the 
pharyngeal orifice of the eustachian tube in dogs. 
The reaction of the mucosa of the cavum tympani 
and the rate of elimination of the opaque medium 
were studied. 

The author suggests the employment of this 
method in man, especially in skull fractures involv- 
ing the cavum tympani. 

The histologic examination of the mucosa from 
4 to 8 weeks after the injection failed to reveal any 
sign of sclerosis or inflammation. 

JoserH K. Narat, M.D. 


Peripheral Vascular Disease in the Lungs. ROBERT 
P. BARDEN and Davin A. Cooper. Am. J. Roentg., 
1949, 61: 17. 

Conditions producing changes in the peripheral 
vascular system may be demonstrable in chest 
roentgenograms. ‘They are: congestion following 
heart disease; intrinsic vascular obstruction; in- 
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trinsic disease of a blood vessel; obliteration of vessels 
by adjacent pulmonary disease (tuberculosis, car- 
cinoma, abscess), and hypersensitivity states and 
toxins causing increased permeability (collagen 
diseases). 

Illustrative cases are reported depicting the var- 
ious vascular lesions of the lungs which may be of 
differential diagnostic value in problem cases. 

Maorice D. Sacus, M.D. 


Stratigraphy in 1947and in 1930, from the Initiation 
to the Termination of Thoracoplasty (La stra- 
tigrafia 1947 e la stratigrafia 1930 nell’indagine 
degli esiti di interventi di toracoplastica). ALESSAN- 
pro Piazza. Radiol. med., Milano, 1948, 34: 753. 


The value of combination of the customary ro- 
entgenographic technique with stratigraphy is il- 
lustrated by the author in 5 cases. The customary 
stratigraphic examination was done in 1930 in all 
5 patients, and in 1947 transverse axial stratigraphy 
was also employed in 3 of the patients. Such com- 
bined examinations are of particularly great value 
in the determination of skeletal deformities and for 
study of the evolution of cavities after thoracoplastic 
operations. 

The three-dimensional images are of especially 
great value for the study of secondary thoracopul- 
monary alterations, such as deviation of the spine 
or mediastinum, following surgical intervention. 
JoserpH K. Narat, M.D. 


The Roentgenologic Symptoms of Esophageal and 
Gastric Injuries Resulting from Caustic Poi- 
sons (Roentgensymptome der Speiseroehren-und 
Magenverletzungen durch dtzende Gifte). IvAN 
Rop&£. Acta radiol., Stockh., 1948, 30: 105. 


The material for this report consists of 111 cases 
of caustic poisonings. Of these, 79 were poisonings 
with lye, 29 with acids, and 3 with other caustic sub- 
stances. Of the patients poisoned with lye, 78 were 
females and 1 was a male. The average age of the 
women was 22 years, the youngest being 14 and the 
oldest 59. The man’s age was 25 years. The alkali 
used was always sodium hydroxide. All of the pa- 
tients poisoned with acids were women. Of these, 
the average age was 24 years, the youngest being 17 
and the oldest 47. The acid used in 24 instances was 
hydrochloric acid; in 2, sulphuric acid; in 2, oxalic 
acid; and in 1, formic acid. Because of the similarity 
of effect with acid poisonings there were also classed 
with this latter group a case of potassium perman- 
ganate poisoning, a case of zinc chloride poisoning, 
and a case of formalin poisoning. 

In 18 of the patients poisoned with alkali and in 9 
poisoned with acid no pathologic changes in the 
esophagus or stomach could be found. In the re- 
mainder, more or less outspoken alterations could be 
demonstrated; in the less severe cases only spasmodic 
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manifestations were seen, while in the severe cases 
more or less widespread cicatricial stenoses were 
found. 

The most widespread and severe lesions pre- 
dominated among the alkali poisonings. This seems 
to be due to the greater viscosity of the lye prepara- 
tions so that they tend to adhere all along the route, 
and to the wet, disintegrative type of necrosis (col- 
liquation) produced, so that. the necrotic surface it- 
self tends to soak up the caustic liquid like blotting 
paper. The acids, on the contrary, produce a dry 
crustlike necrosis of the tissues (coagulation) which 
protects the deeper structures. 

In this material it was found that only the 
alkalis presented esophageal lesions of lasting char- 
acter. In fact, in 3 of the patients the lye seemed 
to have penetrated so deeply as to paralyze the 
nerve supply governing the muscular action of the 
esophagus. In these cases the patient could not 
even swallow liquids, yet the largest sound could be 
passed all the way to the stomach. Roentgenology 
disclosed a uniformly cylindrical esophagus without 
a trace of peristalsis. This condition the author 
designates ‘inactive esophagus,” and he warns that 
these cases demand gastrostomy just as early and 
urgently as the cases of impermeable stricture. An- 
other peculiarity of the alkalis was their ability to 
get through the pyloric sphincter and produce lesions 
of the duodenum. In 4 instances high grade stenosis 
of the duodenum could be demonstrated in the cases 
of alkali poisoning. This finding would seem to be of 
differential diagnostic value as between alkali and 
the acid poisonings. 

The acids, on the other hand, tended to pass rap- 
idly through the esophagus and along the lesser 
curvature of the stomach, to be eventually held up 
at the pylorus and produce the well-known isolated 
lesions of this region of the stomach. Another find- 
ing of possible differential-diagnostic interest in the 
acid poisonings was the peculiar honeycomb appear- 
ance of the antrum of the stomach, which tended to 
disappear as the superficial injuries to the gastric 
mucosal folds heaied. 

On the whole, however, there were no constant 
roentgenologic findings permitting a definitive dis- 
tinction between the lesions caused by acids and 
those caused by alkalis. In fact, there was no defi- 
nite differentiation between the lesions of caustic 
poisonings and other pathologic conditions of the 
stomach, such as cicatricial changes produced by 
peptic ulcer, and the cicatricial stenotic forms of 
fibrous carcinoma, lues, lymphogranulomatosis, acti- 
nomycosis, and even of certain types of gastric 
changes in lymphatic leucemia. 

Therefore, the differential diagnosis of caustic 
poisoning will frequently depend ultimately upon 
the history, and such amnesic data must consequent- 
ly be sought diligently in every case of cicatricial 
lesion of the gastrointestinal tract. It is surprising 
how often such data are forgotten or suppressed 
through a feeling of shame. 

Joun W. BRENNAN, M.D. 
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Gastric Dyskinesia. Roentgen Kymographic Se- 
meiology (Le discinesie gastriche. Semeiotica roent- 
genchimografica). ANTONIO Lura. Arch. ital. mal. 
app. diger., 1949, 15: 3. 

Contrary to gastrography, roentgenologic exam- 
ination is not able to furnish manometric data con- 
cerning the endogastric pressure, but it allows a 
morphologic and functional study of the stomach. 
Of both methods, one is not a substitute for, but a 
supplement to, the other. Only a combination of 
roentgenologic and clinical findings is able to give 
the true picture of the condition. 

While roentgen cinematography never gained 
popularity, roentgen kymography has proved its 
value in the study of gastric function under normal 
and pathologic conditions. Two groups of move- 
ments of the stomach may be distinguished: 

Passive: (1) pulsations transmitted to the stom- 
ach by the heart and large blood vessels, and (2) 
respiratory movements. 

Active: (1) peristaltic movements accompanied 
by either a single, rapid oscillation of the tonus, or 
its multiple variations, and (2) oscillations of the 
tonus without peristaltic movements. 

Kymographic studies offer the opportunity of ex- 
act physicomathematical investigation of the peri- 
stalsis. The shape of the curves, their length, am- 
plitude, frequency, and velocity of propagation can 
be studied. 

Individual variations of the gastric motility, 
which depend upon constitutional factors, should 
not be mistaken for pathologic dystonia. 

A circumscribed hypertonus and hyperperistalsis 
confined to the antrum may be observed in patients 
with chronic appendicitis. This is an example of 
the value of kymographic studies. A relative im- 
mobility of the gastric plicae is observed in indi- 
viduals suffering from hypertrophic gastritis. Ab- 
sence of peristalsis at the site of an ulcer, local 
spasm, and the presence of a niche are characteristic 
for this condition. Kymography is particularly val- 
uable for the detection of scirrhous carcinoma be- 
cause it visualizes the alterations of the gastric 
motility much better than the customary roent- 
genograms. Joseru K. Narat, M.D. 


An Analysis of X-Ray Findings in 405 Cases of 
Benign Gastric and Pyloric Ulcer. Water A. 
RussELL, SypDNEY WEINTRAUB, and Haroip L. 
TEMPLE. Radiology, 1948, 51: 790. 


The authors state that the primary purpose of 
their study was (a) to determine the most frequent 
sites of benign gastric ulcers, and (b) to discover the 
reasons for the differences in location as reported by 
the radiologist, the surgeon, and the pathologist. 
The material consists of 429 gastric and pyloric ul- 
cers in 405 patients. 

The confusion that exists in the anatomical termi- 
nology of the component parts of the stomach is 
pointed out and suggestions for standardization are 
made. A diagram is included. The term “antrum” 
is applied by the authors to that portion of the stom- 
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ach between the incisura angularis and the pylorus, 
the distal 2.5 cm. of this area being called the pre- 
pyloric area. The word “pylorus” is applied only to 
the aperture between the stomach and duodenum. 
Use of the terms “parapyloric” and “ juxtapyloric” 
ulcer is deplored. 

The contradictory reports on the incidence of 
pyloric ulcers could be avoided by accepting the fol- 
lowing criteria: ‘‘(a) lengthening of the pyloric 
sphincter (wide interval); (b) distortion of the py- 
loric sphincter (crooked stem); (c) a niche, usually 
small, located within the elongated canal.” 

Most of the discrepancies between surgical and 
radiological localization of the ulcer occurred in the 
region of the pylorus. The authors believe that re- 
laxation due to anesthesia, the variation in the course 
of the pyloric vein, and distortion by adhesions place 
the surgeon at a disadvantage as compared to the 
radiologist since, during his examination, there is a 
distinct dividing line between the stomach and duo- 
denum. The results of surgical and radiologic locali- 
zation are compared in 198 cases in which operation 
was performed a few days following roentgen exami- 
nation. There was agreement in 135 cases and dis- 
agreement in 22 cases, in 9 of which the roentgen 
localization was verified by the pathologist, whereas 
the surgical localization was verified in only 1 case. 
In 30 cases the ulcers were not localized by surgery. 

Of the 429 ulcers, 64.8 per cent occurred on the 
lesser curvature of the body, including the region of 
the incisura angularis; 8.2 per cent were prepyloric; 
18.9 per cent occurred at the pylorus; 7.5 per cent 
were in that portion of the antrum proximal to the 
prepyloric area. Two ulcers were in the fundus. 

The size of the ulcer was determined in 310 cases; 
88.7 per cent of these ulcers were found to measure 
less than 2.5 cm., and 11.3 per cent (35) were 2.5 cm. 
or larger. Of these 35, 26 were proved benign and 5 
others were followed up medically for 5 years or 
longer. 

A comparison of medical and surgical treatment 
showed that good results were obtained in 92.1 per 
cent of patients who were treated by gastric resection 
as compared with 40.8 per cent of patients who were 
treated medically. Paut R. Noste, M.D. 


X-Ray Observations Before and After Vagotomy. 
Warren W. Forey. Radiology, 1948, 51: 806. 


The current literature with regard to vagotomy is 
discussed. The controversial reports of the efficacy 
of this operation in the treatment of peptic ulcer are 
mentioned, and a summary is given of the results of 
vagotomy in 40 cases. 

Patients were observed for a period of § years, 
with follow-up examinations at from 6 to 18 months 
postoperatively. The transabdominal approach was 
used in 30 cases and the transthoracic route in 10 
cases. The average duration of symptoms was 10 
years. 

Ten patients registered “minor” complaints post- 
operatively; in 3 patients the operation was consid- 
ered a failure because of recurrence of symptoms. 


The striking discrepancy between roentgen find- 
ings and symptoms postoperatively is pointed out. 
Persistent deformity of the duodenum or ulcer 
niche, absence of peristalsis, and marked retention 
were repeatedly observed postoperatively in patients 
who had no symptoms. Because of these complica- 
tions, the authors believe that more time is neces- 
sary for a complete evaluation of the method. 

Twelve cases are reported. 

Paut R. Nosteg, M.D. 


The Diagnosis of Internal Genital Tuberculosis in 
the Male by Roentgenograms (Die Diagnose der 
inneren maennlichen Genitaltuberkulose im Roent- 
genbild). WERNER STAEHLER. Helvet. chir. acta, 
1948, 15: 476. 

On the basis of his experience with more than 300 
vesiculographies and urethrographies for various 
diseases of the genital system, the author believes 
that the extent of dissemination of tuberculosis in 
the inner genitalia in the male can be determined 
with a certain degree of accuracy by means of 
roentgenograms. The technique of vesiculography 
is described and the x-ray findings are illustrated. 

It is possible to demonstrate early changes in the 
seminal vesicles, vas deferens, and ampulla, and 
also in the prostate gland by this means. However, 
small foci in the prostate may not be revealed. It is 
possible to determine whether the tuberculous pro- 
cess is unilateral or bilateral, and to carry out opera- 
tive measures to meet the individual problem. The 
author found that internal dissemination is frequent- 
ly unilateral and can be checked by operative 
intervention. Joun L. Linpguist, M.D. 


The Evaluation of the Lesser Circulation as Por- 
trayed by the Roentgenogram. W. WALTER 
Wasson. Am. J. Roentg., 1949, 61: 30. 


Until recently, investigations of the lesser circula- 
tion have been carried out by physiologists and 
through animal experimentation. A thorough knowl- 
edge of chest anatomy, physiology, variations, and 
diseases is essential for a final evaluation of the lesser 
circulation. 

Chest films should be taken in deep inspiration. A 
chest film, in expiration, will serve to demonstrate 
emphysema. All film exposures should be taken no 
slower than one-twentieth of a second, or the heart 
and vessel motion will cause a blurring of the image. 
Multiple views frequently are necessary in order to 
show the many anatomical structures. 

Right ventricular enlargement is a late manifesta- 
tion of increased tension within the lesser circulation. 
The ratio of thickness of the right to left ventricular 
wall may be used to calculate lesser circulation pres- 
sure, provided the greater circulation pressure is 
known. 

Pulmonary arteries under pressure become dilated 
and pulsate—“hilar dance.’’ Lymph stasis or edema 
displaces air from air sacs and is characteristic of 
increased lesser circulation pressure, capillary per- 
meability, or lymph stasis. 
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Most lesions of the lesser circulation are secondary 
to other chest diseases. There are four main classes 
of disease of the lesser circulation: (1) heart disease; 
(2) vascular sclerosis, arteriovenous fistula, emboli, 
tumors, and allergic response; (3) pulmonary fibrosis, 
tuberculosis, cor pulmonale, or any pulmonary dis- 
ease which may secondarily interfere with lesser 
circulation; and (4) deformity of the thoracic cage, 
obesity, postoperative or posttraumatic chest 
changes. Mavrice D. Sacus, M.D. 


Studies on the Harmful Effects of Thorotrast on the 
Tissues (Untersuchungen ueber die gewebeschaedi- 
gende Wirkung des Thorotrast). WERNER WACHS- 
MUTH. Chirurg, 1948, 19: 390. 

A 28 year old medical student was injured in the 
left temporal region by a shell splinter. A brain 
abscess developed with cerebral prolapse and osteo- 
myelitis of the temporal bone. A well-known neuro- 
logic surgeon injected thorotrast percutaneously into 
the carotid artery; evidently there was some para- 
vascular spilling, for there subsequently developed 
at the spot a small apple-sized, dense, nonsensi- 
tive tumor. The arterial pulsations on that side 
could not be felt and the patient complained of dizzi- 
ness, visual disturbances, fainting sensations, tin- 
nitus, and sweating attacks. 

Operation disclosed a much more extensive process 
than was at first presumed. The dense connective 
tissue masses enveloped the common carotid artery 
from the region of the clavicle to the point of arterial 
bifurcation in the neck. The cicatricial masses were 
removed and the artery began to pulsate again; how- 
ever, it seemed peculiarly inelastic and thickened. 
Nineteen days after the operation profuse bleeding 
developed from the artery and the clavicle had to be 
cut in order to find a place, low down, where the lig- 
ature would not cut through the arterial wall. 

It was on the thorotrast-infiltrated tissues re- 
moved at these operations that the physicist Kulen- 
kampff made his measurements of the gamma radi- 
ations of the thorium in the thorium dioxide con- 
tained in this preparation. Although the best appa- 
ratus was not available for this type of work, never- 
theless, by comparing the results of the measure- 
ments of the infiltrated tissue in an ionization cham- 
ber, and making allowance for every known source of 
error, he was able to show that the thorium in these 
tissues was giving off ten times the irradiation per- 
mitted as the minimum for safety. 

The roentgenologic examination showed the ex- 
tensive infiltration of the thorotrast not only locally 
in the cicatricial tissues but also in the lymph glands, 
within the walls of the carotid artery and, eventually, 
in the spleen. From these observations the author 
concludes that thorotrast as a means of demonstrat- 
ing the blood vessels is contraindicated, unless the 
patient has no more than a few years to live anyhow, 
and that percutaneous injection of the material, 
when a certain amount of perivascular spilling can- 
not be avoided, is absolutely contraindicated in any 
case. Joun W. Brennan, M.D. 
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Concerning Thorotrast Injuries and the Sarcoma 
Peril of Thorotrast (Ueber Thorotrastschaeden 
und Thorotrastsarkomgefahr). K. H. BAUER. Chi- 
rurg, 1948, 19: 387. 

The first article in condemnation of thorotrast 
used as a contrast material appeared in 1943 
(Chirurg, 1943, 15: 204). Recently, Kuhlendahl, in 
this same journal (Chirurg, 1948, No. 9) has de- 
fended its further use but “under strictest indica- 
tions,” because of its allegedly great scientific useful- 
ness in the past and the absence of positively proved 
injury to the human being. Stimulated by this 
article, the author feels impelled to publish what fur- 
ther proofs he now has in support of his previous 
contentions, 

In the first place the author does not think that 
the scientific usefulness of thorotrast in the past has 
been so great. It has been proved that, experimentally 
at least, every length of wave from the ultraviolet 
on down to the gamma waves has a carcinogenic ac- 
tion, and that thorotrast itself increases the list of 
approximately 300 cancerogenic noxae. Experience 
in general, including the author’s own, teaches that 
in go per cent of the instances in which the prepara- 
tion is used, such employment is unnecessary and 
that in the remaining tro per cent it can be replaced 
by something else. Finally, it is insisted that thoro- 
trast is harmful even to the human being and such 
harm grows progressively with the passage of time. 

That this contrast medium is harmful to man has 
been shown by the figures from the author’s own 
service at Heidelberg, where in the past 5 years 35 
cases of thorotrast injury of the severest type have 
been demonstrated. Now the demonstration of the 
actual production of a sarcoma of the liver has been 
made by MacMahon, Murphy, and Boates (Am. J. 
Path., 1947, 23: 585). Karcher had already shown 
the carcinogenic action of this chemical in mice, 
rats, guinea pigs, and rabbits, the latent period 
ranging from 9g to 39 months; in the human being the 
comparable period would be from 12 to 18 years. It 
is just 12 years since the medium was used in the 
American case, just cited. Therefore, the cumulative 
effects of the preparations used during all the years 
since 1933, when they began to gain wide recogni- 
tion, may now be expected to appear. This prospect 
creates a problem for the future, and it is peculiarly 
a German problem since in other countries, notably 
the United States in 1932, thorotrast was openly 
condemned. This problem is designated the iatro- 
genic thorotrast problem. 

As regards the question as to what is to be done 
about this condition of affairs, the work of the phys- 
icist Kulenkampff is cited. He proves that the irra- 
diation effect of thorotrast amounts to about 6 
roentgens daily, which is about ten times the minimal 
safe dosage for the contiguous tissues. From this it 
develops that any further irradiation (as recom- 
mended by some authors for the combating of thoro- 
trast injury) would only add to the burden of such 
tissues. Jacob and Wachsmann (Klin. Wschr., 1948, 
26: 20) have shown that under the usual conditions 
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in which thorotrast has been used, the further irra- 
diation of its deposits would increase the effects to 
as much as 50,000 roentgens, and such a procedure 
would not be therapy but syncarcinogenesis. 

It is therefore contended that not only should 
thorotrast disappear from use as a contrast medium 
but discussions concerning its merits and demerits 
should cease. ‘‘What will the world think of German 
medicine when it sees in the medical periodicals that 
this preparation is still being used for ‘neurographies,’ 
‘spermatographies,’ ‘mammographies,’ ‘pulmo-radi- 
ographies,’ and all the other kinds of ‘graphies’?”’ To 
say that one has not seen any complications from 
roentgenography with thorotrast and that others 
have not observed any serious complications is 
begging the question. The drug is at first well toler- 
ated; herein lies its curse. It is the late injuries that 
one must consider: the thorotrast granuloma, the 
injury to the liver, spleen, lymph glands, vascular 
system (perivascular granulomas), and the blood- 
forming organs, and, finally, the danger of sarcoma. 

Certainly, thorotrast should not be used as a con- 
trast medium without the express consent of the 
patient. Joun W. BRENNAN, M.D. 


Should We Continue to Use Thorotrast for Angio- 
graphic Purposes (Darf das Thorotrast zur Angio- 
graphie heute noch angewandt werden)? HANs 
KUHLENDAHL. Chirurg, 1948, 19: 396. 


Since the work of Ruland (Chirurg, 1947, 17/18: 
540) the question is no longer whether it is wise to 
use thorotrast for angiography of the cerebral ves- 
sels, but whether it is ethical for the physician to use 
the preparation at any time. Neurologic surgery, 
for which this contrast medium was used most ex- 
tensively, can hardly be thought of as existing in its 
present form without the aid of this most valuable 
adjunct. It is true that thorotrast is not the ideal 
medium, and with the advent of a better one it will 
without question be discarded. This better medium 
can be confidently expected to appear in the not too 
distant future. Vasoselectan is now in the experi- 
mental stage. Perabrodil is not a solution of the 
problem. 

Ruland’s work has not succeeded in proving a 
sarcomatous change in the tissue of his experi- 
mental animals, and his conclusions as to such a 
possibility are therefore hypothetical in character. 
It should be emphasized ever anew that the value of 
thorotrast in the fields of research and practice has, 
up to the present, been of enormous consequence, 
and such value has not as yet been challenged by 
any incontrovertible proof that its skillful and intel- 
ligent use (in the percutaneous injection method, 
and, for instance, in hepatography) has been harm- 
ful to the human subject. 

The argument concerning the long latent period 
before the irradiations effect their harmfulness does 
not apply, at least not in the matter of arteriography 
in the diagnosis of brain tumors. Is not the lack of 
diagnostic certainty in such conditions as cerebral 
aneurysm or expanding growths within the skull 


even more harmful, even more an immediate threat 
to life than the hypothetical injuries of thorotrast? 
Merely to cite one instance: when preliminary 
arteriography leads to correctly timed interruption 
of the vascular supply of a bloody meningioma and 
thus lowers the operative mortality essentially, the 
use of thorotrast surely is justified. 

It is true that the alarming reports from the 
studies of Ruland demand that only an absolutely 
certain intravascular application of the medium is 
permissible, that the huge quantities used in hepatog- 
raphies and lienographies be proscribed, that the 
preparation not be used in tests of the efficacy of the 
circulation such as those carried out on the peripheral 
vessels of the extremities, that any injected quantity 
be limited to not more than 14 to 20 c.c., and 
that thorotrast not be used (as far as possible) in 
young adults and children. However, in patients 
with a life expectancy which does not exceed the 
hypothetical latent period the advantages of thoro- 
trast should not be underestimated. 

Joun W. Brennan, M.D. 


The Role of Irradiation in the Management of 
Carcinoma of the Breast. EucEeNnrE P. PENDER- 
crass and Davin Kirsu. Radiology, 1948, 51: 767. 


By the inclusion of 406 cases of carcinoma of the 
breast which were seen during the period from 1932 to 
1939, the authors have brought up to date a survey 
of the cases seen in the Radiologic Clinic of the Uni- 
versity of Pennsylvania since 1902. Previous com- 
munications included 387 cases seen from 1902 to 
1931. 

The material is classified according to Steinthal’s 
plan, which was used previously, although the au- 
thors express preference for Portman’s classification 
as well as his “‘criteria of curability.” 

A definition of terms is included. The criteria for 
operability and inoperability set forth by Haagensen 
and Stout are recommended. ‘Prophylactic irradia- 
tion” is a term reserved for radiation over areas of 
lymphatic drainage in which there is no evidence of 
metastasis. 

The technique of irradiation for six periods of 
time is given in detail. 

Of the 406 patients whose cases are reported, 350 
were treated surgically, 188 received postoperative 
roentgen irradiation to the operative site and lymph 
node areas, while 162 received no irradiation except 
when metastatic or recurrent disease developed. Ir- 
radiation alone was used in 56 cases because (1) the 
lesion was inoperable, (2) there was some medical 
contraindication, or (3) surgery was refused. 

Ten tables listing the 5 year survivals according to 
successive periods, Steinthal’s classification, age 
group, type of treatment, and effect of metastases, 
are included. These were subjected to statistical 
analysis, and the authors concluded that the re- 
ported increase of 26 per cent in the 5 year survival 
rate from 1902 to 1931, to 42 per cent from 1932 to 
1939 is statistically significant. They attribute this to 
improved treatment, both surgical and radiological. 
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They believe that lesions are seen earlier and that 
better selection of cases suitable for operative care 
is being exercised. 

A comparison of the survival time of patients who 
received only surgical treatment with that of patients 
who received postoperative irradiation showed no 
significant difference regardless of whether the con- 
tralateral side was irradiated as well as the side 
operated upon. This is also true of cases compared 
as to histological evidence of axillary metastases. 
Irradiation further fails to influence the develop- 
ment of metastases or recurrence. 

Pleural effusion developed in 26 patients, 14 of 
whom had received previous irradiation. Sixteen 
(4%) patients had herpes zoster. Nontoxic goiter 
was observed in g patients and toxic goiter in 12; 13 
of the 21 survived more than 5 years. A second pri- 
mary cancer occurred in 20 (4%) of these patients. 
The lesions were distributed over ten locations, and 
in only one case did the lesion appear in the opposite 
breast 11 years after the previous mastectomy. 

The authors used x-ray castration in 38 patients 
after the appearance of metastatic disease. They be- 
lieve that this method of castration should be used 
only at that time. 

Lymphedema of the arm developed in 59 (34%) 
of the patients, 34 of whom had received irradiation. 

The authors state that at the present time irradia- 
tion in the management of carcinoma has been rel- 
egated to a palliative role. Suggestions pertaining 
to the treatment of bone pain, dyspnea, cough, and 
pleural effusion due to metastasis, are presented. 

In summary, the authors state that no significant 
improvement was observed in the 5 year survival 
rate which could be attributed to postoperative ir- 
radiation, and that there appears to be a relatively 
high incidence of herpes zoster which probably is 
due to metastatic involvement of the spinal 
ganglion. Paut R. NostE M.D. 


Intravaginal Roentgen Therapy in Cancer of the 
Cervix Uteri. Gray H. Twomsty and J. ALLEN 
CHAMBERLIN. Radiology, 1949, 52: 14. 


The authors present the results of treatment of 
cancer of the cervix in 104 of 113 patients treated at 
the Memorial Hospital, New York. In these patients 
intravaginal x-ray radiation was substituted for in- 
travaginal radium application in a “bomb” placed 
against the cervix. 

During 1943 and 1944, four treatments of 500 
roentgens each, total 2,000 roentgens, were given 
directly to the cervix, usually through a cone 4 cm. 
in diameter. The fornices were treated with a small 
cone 3 or 3.5 cm. in diameter, which gave 750 
roentgens at each treatment for four treatments, or 
a total of 3,000 roentgens to each area. The tube 
was directed outward at an angle of 30 degrees. 
Effort was made to avoid overlapping. The factors 
used were 120 kv., 3 mm. of aluminum filter, and 25 
cm. target-skin distance. The intravaginal treat- 
ments were given simultaneously with divided dose 
external roentgen therapy and were followed by the 
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aaa application of radium for 3,000 mc. 
ours. 

The use of intravaginal cones for roentgen therapy 
in cancer of the cervix has three obvious advantages: 
it gives a more uniform distribution of radiation than 
does radium and gives it directly to the lesion with- 
out passing it first through normal tissue which sof- 
tens the quality and diminishes the quantity; it 
irradiates quite effectively the parametrial tissues 
and the pelvic lymph nodes; and it can be directed 
in such a fashion that the irritation and permanent 
changes which are usually produced in the bladder 
and rectum by large quantities of external roentgen 
therapy are avoided to a great extent. 

The 3 year or longer survival was obtained in 38 
patients, or 36.5 per cent; these patients were appar- 
ently free of cancer. This 3 year salvage is as good 
or better than previous 3 year figures obtained with 
other forms of therapy in this clinic. 

The authors’ experience has shown that the quan- 
tity of irradiation in intravaginal cone therapy can 
be increased considerably over the amounts herein 
given, when the external therapy and radium dosage 
is kept constant. At present, patients are receiving 6 
times 750 roentgens to each of three vaginal fields, 
the factors being 250 kv., 55 cm. target-skin distance, 
and 2 mm. of copper, half value layer. 

Frank L. Hussey, M.D. 


Review of 10 Years Experience with Transvaginal 
Roentgen Therapy. RatpH M. Cautk. Radiology, 
1949, 52: 26. 


The author analyzes the results of treatment of 262 
unselected patients at Warwick Clinic (Washington, 
D.C.) with carcinoma of the cervix in whom there 
was an absolute 5 to 10 year survival of 35 per cent. 
Of this series of patients, 79 per cent received trans- 
vaginal roentgen therapy either alone or supple- 
mented by radium, external roentgen therapy, or 
both. Two pieces of x-ray apparatus were employed 
for the transvaginal therapy. One machine operated 
at 140 kv. (peak), with 8 ma., 3 mm. of aluminum 
filter (added), half value layer, 3.85 mm. of aluminum. 
The anode-cervix distance varied from 24 to 28 cm. 
The other machine operated at 220 kv. (peak), 20 
ma., 0.5 mm. of copper filter (added) half value layer, 
equivalent to 1.0 mm. of copper. The anode-cervix 
distance varied from 37 to 41 cm. The anode-cervix 
distance and the size of the irradiated field varied 
with the length and diameter of the speculum and 
the diameter of the master cone aperture. 

With the patient in the lithotomy position the 
cervix was exposed to the x-rays by use of a Ferguson 
speculum. No effort was made to direct the beam in- 
to either of the fornices or the parametria. The in- 
troitus was adequately protected. A daily dose of 
800 roentgens were given. The total dose varied 
over the years from 5,000 to 8,000 roentgens. Of the 
early cases which were considered suitable for trans- 
vaginal therapy only, many received small daily 
doses of external radiation (from 50 to 100 roent- 
gens). This has since been abandoned. The sur- 


PHYSICOCHEMICAL METHODS IN SURGERY 309 


vival data presented are based on transvaginal roent- 
gen therapy delivered at 200 kv. p. 

The complications consisted of bowel reactions, 
local necrosis of the cervix, vulvar and vaginal ne- 
crosis, or both, and vaginal atresia. The author con- 
siders that transvaginal roentgen therapy is an ideal 
substitute for local cervical radium application in all 
cases in which it can be practicably applied. 

Frank L. Hussey, M.D. 
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Immediate and Late Results of Intracavitary Rad- 
ium Therapy for Malignant Lesions of the Cer- 
vix. Harry H. Bowinc. Radiology, 1949, 52: 1. 


The author presents data prepared by the Division 
of Biometry and Medical Statistics of the Mayo 
Clinic, concerning patients with malignant disease of 
the uterine cervix treated at the Clinic by irradia- 
tion during the period from 1915 through 1944. 

During the period of inquiry, 3,798 patients re- 
ceived various types of radium treatment. Of these, 
2,246 (59.1 per cent) received initial radium therapy 
and supplemental roentgen therapy, and they are the 
patients chiefly considered in this discussion. 

The stage of the lesion was recorded in 2,146 cases 
as follows: stage I (lesions confined to cervix), 1.3 
per cent; stage II (moderate local invasion), 14.3 
per cent; stage III (extensive local invasion), 66.1 
per cent; stage IV (massive local invasion), 18.4 per 
cent of the classified group. 

In the main, the initial radium therapy employed 
may be defined as an intensive broken-dose proce- 
dure, designed for cure or palliation, applied in a 
rather brief period. To give the radium, the Ameri- 
can type of tube containing 50 mgm. of radium sul- 
fate (element) was employed, and treatment was 
supplemented by a course of roentgen therapy from a 
200-kv. installation. The total treatment time is 
about 21 days for the average lesion of stage III. 

Five-year survival rates, according to the stage of 
lesion, for 1,631 traced cases were as follows: 58.8 
per cent for lesions of stage I; 65.3 per cent for lesions 
of stage II; 33.7 per cent for lesions of stage III; 
16.5 per cent for lesions of stage IV; 25.1 per cent 
for modified lesions (previous treatment elsewhere); 
and 42.2 per cent for a small group in whom the 


stage of the lesion was not recorded. The 5 year 
survival rate for all patients traced was 32.8 per cent. 

For various reasons, about 2 per cent of the patients 
referred to the Section on Radium Therapy were 
not treated. The hospital mortality was in the range 
of 1 per cent. 

The treatment of choice in the management of the 
stage III, stage IV, selected stage I, and most stage 
II malignant lesions of the uterine cervix is well 
planned radium and roentgen therapy. 
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Carcinoma of the Cervical Stump. WituiAm E. 
CostoLow. Radiology, 1949, 52: 41. 


The author reviews 165 cases of carcinoma of the 
cervical stump seen at the Los Angeles Tumor In- 
stitute, Los Angeles, California, between 1922 and 
1947. During this period 1,906 cases of carcinoma of 
the cervix were seen. The incidence of carcinoma of 
the stump is thus 8 per cent of the total of 2,071 
cases. In 63 of the 165 cases, cancer occurred in the 
first 2 years after supravaginal hysterectomy and 
probably should not be classified as true carcinoma 
of the cervical stump. In the remaining 102 cases 
the condition was probably true carcinoma of the 
stump, an incidence of 4.9 per cent of the total num- 
ber of cervical cancers for the 25 year period. 

Radium and x-rays were used in combination 
in the treatment of practically all patients. -The 
total dosage of radium varied from 4,000 to 5,000 
mgm. hours. The roentgen therapy was usually 
begun immediately following the radium cycle. From 
1922 to 1934, from 180 to 200 kv. were used. Since 
then from 450 to 500 kv. have been employed. The 
amount of therapy has varied from a tissue dose of 
from 3,000 to 5,000 roentgens to the midpelvis. 

A 5 year survival of 32.5 per cent was obtained as 
shown by the records of 114 of the 168 cases. Of the 
patients, 1.8 per cent were alive with disease after 
5 years, and 30.5 per cent were alive without evidence 
of disease. The necessity of thorough examination 
of the cervix and uterine canal before supravaginal 
hysterectomy is indicated. Adequate radiation 
treatment is essential, but care must be taken to 
avoid rectovaginal and vesicovaginal fistulas. 

FRANK L. Hussey, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Bacteriological Analysis of Plaster Bandages. L 
GREENBERG. Canad. M. Ass. J., 1949, 60: 4. 


A fatal case of tetanus resulting from contamina- 
tion of the wound by a plaster cast led to an investi- 
gation of plaster of paris bandages taken from all 
parts of Canada. 

In all, 194 bandages of this type were taken 
from 75 hospitals and 43 commercial distributors. 
These bandages represented products of 14 commer- 
cial manufacturers and 14 hospitals which made 
their own bandages. Aerobic and anaerobic culture 
were made of all specimens, and each anaerobic cul- 
ture was tested for virulence by inoculation into a 
guinea pig. 

Of the 163 specimens from commercial manufac- 
turers, 111 (68%) were found to harbor anaerobes. 
Of the 31 specimens prepared by hospitals, 23 (74%) 
harbored anaerobes. Only one bandage was found 
to be sterile. There were spore-bearing aerobic 


bacilli in 177 (91%) of the bandages, many having 
two or more species. In 108 bandages (56%) Clos- 
tridium welchii was found, in 18 (9%) Clostridium 
sporogenes, and in 67 (34%) anaerobes of different 
species. 

Further analysis of 7 samples of plaster of paris 
alone showed these specimens to be heavily contami- 


nated with anaerobes and indicated that this material 
might be the principal source of contamination of 
the finished bandage. 

BENJAMIN F. LounsBury, M.D. 


Sterilization of Plaster Bandages. M. O. Kutorz. 
Canad. M. Ass. J., 1949, 60: 6. 


The author of this brief article has summarized his 
hospital’s experience with the sterilization of plaster 
bandages. Autoclaving of the bandages was found 
to be impractical because of difficulty in maintaining 
moisture-free conditions. Because autoclaved plas- 
ter was found to have very poor setting and holding 
qualities, that method of sterilization was aban- 
doned. 

By trial and error an effective dry heat steriliza- 
tion was devised, utilizing the upper shelves of a gas 
oven at a temperature of 190 degrees C. for an hour 
and a half. The plaster bandages were left in the 
original containers, unopened. Temperatures of 200 
degrees C. tended to char the bandage. Thus far, 
the lower temperature has produced effective steri- 
lization, but the surgeons complain that the plaster 
sets and dries more slowly than unsterilized plaster. 
The variability in the quality of the plaster has re- 
sulted in some wastage, but all of these disadvantages 
are much more than offset by the prophylactic value 
of having surgically sterile plaster over open wounds. 

BENJAMIN F. LounsBury, M.D. 


Dextran as a Plasma Substitute. Gunnar THorsEN. 
Lancet, Lond., 1949, 1: 132. 

Results with the colloid, dextran, which has been 
used in Sweden since 1943, are reported. The prep- 
aration in present use, ‘““‘Dextran Ph,” is a proprie- 
tary preparation. It is a 6 per cent solution of the 
polydispersoid glucose, polymer dextran, in which 
most of the moleeules have been hydrolytically given 
a molecular weight conforming to that of albumin, 
with 0.9 per cent of sodium chloride added to it. 

Dextran has been given to 5,000 patients and in a 
few cases up to 4 liters have been given in a single 
infusion. Total elimination from the body and 
nontoxicity are reported. Dextran has been found 
very useful as a substitute for blood and plasma in 
cases in which an increase in the blood volume or in 
the colloid osmotic pressure is desired. 

WALTER H. NaApLer, M.D. 


Dextran as a Plasma Substitute. J. P. Butt, C. 
Ricketts, J. R. Squire, W. d’A. Maycock, and 
Others. Lancet, Lond., 1949, 1: 134. 


It was found possible to prepare dextran with a 
range of molecular size similar to that of the plasma 
proteins. The solution was well tolerated as an in- 
fusion by man and was not pyrogenic, toxic, or 
antigenic. After infusion into animals and man 
such dextran was only slowly removed from the 
plasma in about a week. British dextran was effica- 
cious as a plasma substitute in cases of burns, and 
produced a sustained increase in the venous return 
in patients with surgical shock or hemorrhage. 
There is still doubt about the ultimate fate of dex- 
tran in the body and, therefore, it cannot yet be rec- 
ommended unreservedly for widespread use. How- 
ever, in the investigation reported it has not been 
shown to produce any harmful effect on the tissues, 
and further investigation is recommended. 

WALTER H. Napier, M.D. 


The Collateral Circulation. J. R. LEARmontH. J. 
internat. chir., Brux., 1948, 8: 1008. 

The author emphasizes the importance of main- 
taining and encouraging the collateral circulation as 
a part of the treatment of obstructive lesions of the 
large arteries. The surgeon must be ready from the 
very beginning to encourage the collateral blood sup- 
ply and in certain cases to augment it, since his 
period of usefulness is strictly limited to the critical 
survival period for each individual tissue after its 
blood supply ceases to be adequate, a period which 
varies from a minute or 2 for cerebral tissue to about 
24 hours for skin. The possibility of adequate collat- 
eral flow depends on the maintenance of adequate 
blood pressure and on the number and caliber of 
available collateral vessels. Collaterals function at 
their best only when they return blood to the main 
vessels distal to the point of interruption, and the 
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outlook for nutrition is poor when they merely pro- 
vide alternative pathways. 

Pathologic conditions which affect the collateral 
circulation include arterial spasm. In this connec- 
tion, Learmonth refers to the observations of Mac- 
Wiliiam on the behavior of living arteries and of seg- 
ments and strips of excised arteries, and adds his 
own experiences which show that spasm may occur: 
(1) in an artery of which the extrinsic nerves have 
been interrupted by spinal anesthesia; (2) in the 
arteries of a limb in which the peripheral nerves 
have been interrupted, and therefore the extrinsic 
nerves of the arterial tree; (3) on arterial puncture 
through an adventitial coat anesthetized by novo- 
cain, at the site of puncture (he has seen spasm ex- 
tend distally from this point but never proximally); 
(4) after injury to or exercise of the lower extremity; 
and (5) in the absence of any local injury. The sug- 
gestion is made that the phenomenon of spasm re- 
sembles the behavior of the smooth adductor muscle 
of mollusks, from which it is deduced that the mere 
relief of vasoconstrictor tone cannot be expected 
to relax spasm, but that efferent dilator impulses are 
necessary in addition. 

The second factor which interferes with the col- 
lateral circulation is consecutive thrombosis, and 
Learmonth emphasizes that when the possibility of 
thrombosis is present the immediate treatment of 
the condition should include the administration of 
adequate doses of anticoagulant drugs. A further 
factor influencing the collateral circulation is the 
previous lodgment of an embolus in diseases such as 
auricular fibrillation in which multiple emboli are 
known to occur. 

In treatment, nonoperative measures for secur- 
ing vasodilatation are to be preferred, with sym- 
pathectomy as a later possibility to provide against 
later nutritional disturbances. The measures include 
rapid restoration of the blood volume, maintenance 
of adequate blood pressure, avoidance of pain, and 
the provision of rest and sleep. Ischemic tissues 
should not be heated but should be maintained at a 
temperature between 15 and 20°C. 

RicHARD KEMEL, M.D. 


The Effect of Injury on Wound Healing. Px. SAnp- 
BLOM. Ann. Surg., 1949, 129: 305. 


Using the tensile strength of wounds to evaluate 
the healing process (as described by Chlumsky), the 
author attempts to demonstrate a healing-promoting 
effect caused by a primary wound. His work shows 
the definite effect of a primary wound on the tensile 
strength of a subsequently inflicted symmetrical in- 
cision—the secondary wound. The healing-promot- 
ing effect is apparent within 12 hours after the pri- 
mary wound is inflicted; reaches a relative plateau 
between 5 and 25 days, and disappears between 35 
and 45 days. 

The author believes that both a stronger coagulum 
and increased fibroplasia are concerned in the great- 
er tensile strength of the secondary wounds as com- 
pared to that of the primary. His work also suggests 


that the degree of the healing-promoting effect is 
related directly to the extent of the primary injury. 
Joun H. Kay, M.D. 


Restoration of Grasping Function Following the 
Loss of All Five Digits. Braprorp CANNON, WAL- 
TER C. GRAHAM, and JAMES BARRETT Brown. Sur- 
gery, 1949, 25: 420. 

A method of restoring grasping function without 
disturbing normal sensation is described. Closure of 
the unhealed or scarred stump is accomplished with 
a direct flap, if possible, or with a free skin graft. 
Elongation of the thumb is accomplished by trans- 
planting the distal portion of the second metacarpal 
to the end of the first metacarpal. The remainder of 
the second metacarpal is removed except for the 

e. 
The last stage consists of the formation of a cleft 
between the first and third metacarpals, which is 
done after there is good bony union. 

The procedure results in good motion and con- 
siderable strength, but depends on the capability 
of movement of the first metacarpal multangular 
articulation. Joun H. Kay, M.D. 


Tropical Phagedenic Ulcer. The Problem of Phage- 
denism (A propos de l’ulcére phagédénique tropical. 
Le probléme du phagédénisme). M. H. CosTanTINI. 

Afrique fr. chir., 1948, No. 9-10, 195. 

The author describes a severe epidemic of tropical 
ulcer which occurred in Algiers in 1943. Detailed 
clinical notes made by him and his collaborators 
were lost so that he was able to present only a 
general description and discussion in this article. 

Tropical ulcer is endemic only in very humid 
tropical climes of equatorial Africa (Madagascar) 
and Asia and is not usually seen in Algiers. Most 
of the afflicted in this tremendous epidemic of 10,000 
cases were stevedores and workers at the airport. 
During the last war, Algiers was the site of very in- 
tensive traffic. Goods from the French equatorial 
colonies were unloaded here in great amount. This 
fact was probably responsible for the outbreak. 

Although it has been known for a long time that 
a combination of fusiform bacilli in symbiosis with 
a special kind of Spirochaeta is present in the ulcers, 
a great many problems have not yet been solved. 
The ulcer always originates from an insignificant 
wound or scratch, in most cases on the feet or legs, 
sometimes on the hands and forearms. It has never 
been observed on the trunk. It grows with tre- 
mendous rapidity and destroys, often within a few 
days, the subcutaneous tissue, fasciae, and muscles. 
It often exposes the periosteum and the bone and 
causes necrosis of the bone. Its borders are under- 
mined and its surface is covered with a thin putrid 
exudate of a cadaveric odor. Bacteriologic examina- 
tion of the exudate reveals enormous masses of 
staphylococci and streptococci in addition to the 
spirochetes and fusiform bacilli. In spite of this 
severe infection and the large extent of the ulcer, the 
general condition is good, the regional lymph nodes 
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are not affected, and no complications such as gas 
gangrene, diffuse phlegmon, or septicemia have ever 
been observed. It is remarkable that these enor- 
mous open wounds never bleed. Even in the ex- 
cision of excessive granulations at the border of the 
ulcer with the electrocautery, no bleeding takes 
lace. 

" The patients complain of severe lancinating pains 
which interfere with their sleep. These pains are 
the first sign of the affection and often start before 
the ulcer has developed. They have all the charac- 
teristics of sympathetic pains and cease temporarily 
after lumbar or perifemoral infiltration. 

Biopsies taken by the author from the borders of 
the ulcer revealed that all the arterioles and venules 
were obliterated. The lumina were closed by 
thrombi, and the vessels were enclosed by a peri- 
vascular inflammatory sheath. Also, the lymph 
vessels were obliterated. The author assumes that 
the complete obliteration of all the small blood and 
lymph vessels accounts for the clinical symptoms: 
the rapid growth of the ulcer, the relatively good 
general condition, the absence of lymphadenitis, and 
secondary infection. 

The problem of etiology has not yet been solved 


satisfactorily. Attempts at producing the ulcer ex-. 


perimentally by inoculation with the spirilla and 
fusiform bacilli have failed. The author supposes 
that these organisms can develop only in a wound 
which is primarily infected by staphylococci or 
streptococci. 

No specific treatment has been found as yet. The 
topical application of sulfonamides is ineffective. 
Penicillin was not available to the author in 1943 
but more recent publications reported failure with 
the use of penicillin. Other antibiotics have not 
been tried. 

The routine treatment consists in dressing with 
Dakin’s solution or 1 per cent formalin, the local 
application of neoarsphenamin powder, electro- 
cauterization of the borders of the ulcer, and re- 
peated radical curettage of the surface. After the 
infection has subsided, skin grafts are sometimes 
necessary. However, in most of the cases it is 
remarkable how fast epithelization and scarring 
proceed after the infection has cleared up. 

WERNER M. Sormitz, M.D. 


INTERNATIONAL ABSTRACTS OF SURGERY 


EXPERIMENTAL SURGERY 


Comparison of the E: of Therapeutic Agents 
in the Treatment of rimentally Induced 
Diffuse Peritonitis of Intestinal Origin. San- 
FORD ROTHENBERG, HENRY SILVANI, SPENCER CHES- 
TER, HELEN WARMER, and H. J. McCorkLe. Ann. 
Surg., 1948, 128: 1148. 

Fulminating diffuse peritonitis was produced in 
93 dogs by dividing the vascular supply to the 
appendix, ligating the base, and crushing the ap- 
pendix. The omentum and spleen were removed. 
Twenty untreated control animals died with acute 
diffuse peritonitis from bacterial infection with in- 
testinal organisms. The average survival period was 
39 hours. 

- Sulfonamide therapy with (1) intravenous sodium 
sulfadiazine, (2) intraperitoneal sulfasuxidine, (3) 
combined intraperitoneal sulfanilamide and intra- 
venous sodium sulfadiazine apparently had no bene- 
ficial effect. All died with peritonitis similar to that 
observed in the control animals. However, the sur- 
vival period in the sulfanilamide-sulfadiazine group 
was prolonged to 80 hours. 

Streptomycin therapy given intramuscularly or 
intraperitoneally apparently prolonged the survival 
period of dogs with experimental appendiceal peri- 
tonitis to averages of 75 to 92 hours in 14 out of 15 
dogs. One animal survived. However, doses of 
streptomycin that effective’ controlled the organ- 
isms in the peritoneal cavity caused death from the 
toxic effect of streptomycin (apparently on the 
medullary respiratory center). 

Commercially available penicillin given intramus- 
cularly at four-hour intervals daily in doses of 
100,000 units, 200,000 units, 500,000 units, and 
500,000 units, combined with streptomycin, 2.4 
gm., was definitely beneficial in the treatment of 
experimental appendiceal peritonitis. All animals 
receiving 500,000 units of penicillin daily survived. 

Penicillin containing 15 to 25 per cent penicillin-x 
in doses of 100,000 units daily, intramuscularly or 
intraperitoneally, was effective in the treatment of 
experimental appendiceal peritonitis. Nine of 10 
animals treated intramuscularly, and 2 of 5 animals 
treated intraperitoneally with penicillin-x recovered. 

Joun L. Lrnpquist, M.D. 


